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Application for a §1915(c) Home and
Community-Based Services Waiver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social
Security Act. The program permits a State to furnish an array of home and community-based services that assist Medicaid
beneficiaries to live in the community and avoid institutionalization. The State has broad discretion to design its waiver
program to address the needs of the waiver’s target population. Waiver services complement and/or supplement the services
that are available to participants through the Medicaid State plan and other federal, state and local public programs as well as
the supports that families and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver
program will vary depending on the specific needs of the target population, the resources available to the State, service
delivery system structure, State goals and objectives, and other factors. A State has the latitude to design a waiver program
that is cost-effective and employs a variety of service delivery approaches, including participant direction of services.

Request for an Amendment to a §1915(c) Home and Community-Based
Services Waiver

1. Request Information

>

The State of Iowa requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of §1915(c) of the Social Security Act.

Program Title:

Home and Community Based Services Intellectual Disabilities waiver

Waiver Number:1A.0242

Original Base Waiver Number: 1A.0242.

Amendment Number:

Proposed Effective Date: (mm/dd/yy)

01/01/16
Approved Effective Date of Waiver being Amended: 07/01/14

= 0 %

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

This §1915(c) amendment is being submitted concurrently with a §1915(b) waiver application to implement the lowa High
Quality Healthcare Initiative (the “Initiative”). Specific authorities requested will allow the State to require the majority of
Medicaid beneficiaries to receive their nursing facility, hospice, home and community based services (HCBS) and physical
and behavioral health services through managed care organizations (MCOs) selected by the State through a competitive
procurement process.

3. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being
submitted concurrently (check each that applies):

Component of the Approved Waiver Subsection(s)
| Waiver Application

| Appendix A — Waiver Administration and Operation

« Appendix B — Participant Access and Eligibility
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Component of the Approved Waiver Subsection(s)
Appendix C — Participant Services

Appendix D — Participant Centered Service Planning and Delivery

Appendix E — Participant Direction of Services

Appendix F — Participant Rights

Appendix G — Participant Safeguards

Appendix H

aN] JENE 1LS] ISR IEN) RN IS

Appendix I — Financial Accountability

| Appendix J — Cost-Neutrality Demonstration

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment

(check each that applies):
Modify target group(s)
Modify Medicaid eligibility
Add/delete services
Revise service specifications
Revise provider qualifications
Increase/decrease number of participants
Revise cost neutrality demonstration
Add participant-direction of services

« Other

Specify:
Implement managed care delivery system

Application for a §1915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3)

A. The State of Iowa requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional - this title will be used to locate this waiver in the finder):
Home and Community Based Services Intellectual Disabilities waiver

C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve
individuals who are dually eligible for Medicaid and Medicare.)

3 years ® 5years

Original Base Waiver Number: 1A.0242

Draft ID: 1A.011.05.01
D. Type of Waiver (select only one):
Regular Waiver \

E. Proposed Effective Date of Waiver being Amended: 07/01/14
Approved Effective Date of Waiver being Amended: 07/01/14

1. Request Information (2 of 3)

F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services to
individuals who, but for the provision of such services, would require the following level(s) of care, the costs of
which would be reimbursed under the approved Medicaid State plan (check each that applies):

Hospital

Select applicable level of care
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Hospital as defined in 42 CFR §440.10
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level
of care:

Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
Nursing Facility

Select applicable level of care

Nursing Facility as defined in 42 CFR [111440.40 and 42 CFR [111440.155
If applicable, specify whether the State additionally limits the waiver to subcategories of the nursing facility
level of care:

Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42
CFR §440.140
| Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) (as defined in 42 CFR
§440.150)
If applicable, specify whether the State additionally limits the waiver to subcategories of the ICF/IID level of
care:

1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program (or
programs) approved under the following authorities
Select one:
Not applicable

® Applicable
Check the applicable authority or authorities:
Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix I
| Waiver(s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been
submitted or previously approved:
Iowa High Quality Healthcare Initiative-Submitted
Specify the §1915(b) authorities under which this program operates (check each that applies):
V| §1915(b)(1) (mandated enrollment to managed care)
§1915(b)(2) (central broker)
V| §1915(b)(3) (employ cost savings to furnish additional services)
v §1915(b)(4) (selective contracting/limit number of providers)
A program operated under §1932(a) of the Act.
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been
submitted or previously approved:

A program authorized under §1915(i) of the Act.
A program authorized under §1915(j) of the Act.
A program authorized under §1115 of the Act.
Specify the program:
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H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:
| This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. /n one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
Amendment Summary

This §1915(c) amendment is being submitted concurrently with a §1915(b) waiver application to implement the lowa High
Quality Healthcare Initiative (the “Initiative”). Specific authorities requested will allow the State to require the majority of
Medicaid beneficiaries to receive their nursing facility, hospice, home and community based services (HCBS) and physical
and behavioral health services through managed care organizations (MCOs) selected by the State through a competitive
procurement process.

The State will contract with a minimum of two, and not more than four, MCOs thereby ensuring members have the choice
between entities. Further, members will receive choice counseling from an Enrollment Broker to assist in plan selection.
Once a member is enrolled with an MCO he or she will have access to the State’s Fair Hearing process, after exhausting the
MCQO’s appeals system. Members can continue services while an appeal decision is pending, when the conditions of 42
CFR 438.420 are met. Additionally, the State will have an Independent Advocate or Ombudsman services available to
members to assist with understanding rights, responsibilities and handling of disputes and grievances. MCOs will be
responsible for critical incident reporting and management in accordance with State requirements, as well as convening a
Stakeholder Advisory Board to engage consumers, their representatives, and providers. The State will ensure compliance
with all managed care regulations set forth in 42 CFR §438, unless otherwise waived, and that capitation rates are developed
and certified as actuarially sound, pursuant to 42 CFR §438.6.

Certain waiver participants, as described in the §1915(b) waiver will not be eligible for managed care and will therefore
continue to receive services through a fee-for-service delivery system. Participants ineligible for managed care will receive
services through those processes currently in place for HCBS services, whereby the State is responsible for service plan
development, care management, provider network management, utilization management, reimbursement of providers,
quality oversight, etc.

Given the two distinct delivery systems under which this waiver will operate, this waiver narrative will refer to beneficiaries
as: (1) “members,” in the case of those being served by a managed care organization; or (2) “fee-for-service participants,” in
the case of those being served by the State. In those instances where the State provides a service or function on behalf of all
beneficiaries regardless of delivery system, the waiver narrative will refer to “participants,” generally. Further, MCOs will
be required to adhere to all state policies, procedures, and regulations regarding waiver services including, but not limited
to, responses provided in this waiver application.

Waiver Program Summary

The goal of the Iowa HCBS Intellectual Disability (ID) waiver is to provide community alternatives to institutional
services. Through need-based funding of individualized supports, eligible participants may maintain their position within
their homes and communities rather than default placement within an institutional setting. The Iowa Department of Human
Services (DHS) Iowa Medicaid Enterprise (IME) is the single state agency responsible for the oversight of Medicaid.

Individuals access waiver services by applying to their local DHS office or through the online DHS benefits portal. Each
individual applying for waiver services must meet intermediate care facility for individuals with intellectual disabilities
(ICF/IID) (as defined in 42 CFR §440.150) level of care. IME’s Medical Services Unit (MSU) is responsible for
determining the initial level of care assessments for all applicants, and level of care revaluations for fee-for-service
participants. MCOs are responsible for conducting level of care reevaluations for their members, with IME having final
review and approval authority for all reassessments that indicate a change in the level of care. Further, the MCOs are
responsible for developing and implementing policies and procedures for ongoing identification of members who may be
eligible for waiver services. In the event there is a waiting list for waiver services at the time of initial assessment,
applicants are advised of the waiting list and that they may choose to receive facility-based services.

If the applicant is deemed eligible, necessary services are determined through a person centered planning process with
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assistance from an interdisciplinary team. After exploring all available resources, including natural and community
supports, the individual will have the option to choose between various traditional and self-directed services.

Services include adult day care, consumer directed attendant care, day habilitation, home and vehicle modification, home
health aide, interim medial monitoring and treatment, nursing, personal emergency response, prevocational, respite,
supported community living, supported community living-residential based, supported employment, transportation,
financial management services and independent support brokerage services, self directed personal care, individual directed
goods and services, and self directed community and employment supports.

Through increased legislative focus of appropriations, mental health and disability services redesign, and infrastructure

development through Iowa’s Balancing Incentives Payment Program, it is the goal of Iowa to offer a more uniform and
equitable system of community support delivery to individuals qualifying for waiver services.

3. Components of the Waiver Request

The waiver application consists of the following components. Note: [tem 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this
waiver, the number of participants that the State expects to serve during each year that the waiver is in effect,
applicable Medicaid eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and
reevaluation of level of care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished
through the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the
State uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the State provides for participant direction of services, Appendix E
specifies the participant direction opportunities that are offered in the waiver and the supports that are available to
participants who direct their services. (Select one):

® Yes. This waiver provides participant direction opportunities. Appendix E is required.

No. This waiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair Hearing rights
and other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and
welfare of waiver participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.
I. Financial Accountability. Appendix I describes the methods by which the State makes payments for waiver
services, ensures the integrity of these payments, and complies with applicable federal requirements concerning

payments and federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the waiver is cost-neutral.

4. Waiver(s) Requested

A. Comparability. The State requests a waiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid State plan
to individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified
in Appendix B.

B. Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)(C)(i)
(IIT) of the Act in order to use institutional income and resource rules for the medically needy (select one):
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® Not Applicable
No

Yes
C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a)(1) of the
Act (select one):

® No

Yes

If yes, specify the waiver of statewideness that is requested (check each that applies):
Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this
waiver only to individuals who reside in the following geographic areas or political subdivisions of the
State.
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
eographic area:

Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to

make participant-direction of services as specified in Appendix E available only to individuals who reside
in the following geographic areas or political subdivisions of the State. Participants who reside in these
areas may elect to direct their services as provided by the State or receive comparable services through the
service delivery methods that are in effect elsewhere in the State.

Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver
by geographic area:

5. Assurances

In accordance with 42 CFR §441.302, the State provides the following assurances to CMS:

A. Health & Welfare: The State assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under this
waiver;

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are
met for services or for individuals furnishing services that are provided under the waiver. The State assures
that these requirements are met on the date that the services are furnished; and,

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services
are provided comply with the applicable State standards for board and care facilities as specified in Appendix
C.

B. Financial Accountability. The State assures financial accountability for funds expended for home and community-
based services and maintains and makes available to the Department of Health and Human Services (including the
Office of the Inspector General), the Comptroller General, or other designees, appropriate financial records
documenting the cost of services provided under the waiver. Methods of financial accountability are specified in
Appendix L.

C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an
individual might need such services in the near future (one month or less) but for the receipt of home and community-
based services under this waiver. The procedures for evaluation and reevaluation of level of care are specified in
Appendix B.
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D. Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies
the procedures that the State employs to ensure that individuals are informed of feasible alternatives under the
waiver and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The State assures that, for any year that the waiver is in effect, the average per
capita expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would
have been made under the Medicaid State plan for the level(s) of care specified for this waiver had the waiver not
been granted. Cost-neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The State assures that the actual total expenditures for home and community-based
waiver and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals
under the waiver will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred
in the absence of the waiver by the State's Medicaid program for these individuals in the institutional setting(s)
specified for this waiver.

G. Institutionalization Absent Waiver: The State assures that, absent the waiver, individuals served in the waiver
would receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

H. Reporting: The State assures that annually it will provide CMS with information concerning the impact of the waiver
on the type, amount and cost of services provided under the Medicaid State plan and on the health and welfare of
waiver participants. This information will be consistent with a data collection plan designed by CMS.

I. Habilitation Services. The State assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to
the individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Services for Individuals with Chronic Mental Illness. The State assures that federal financial participation (FFP)
will not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial
hospitalization, psychosocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed
in an IMD and are: (1) age 22 to 64; (2) age 65 and older and the State has not included the optional Medicaid benefit
cited in 42 CFR §440.140; or (3) age 21 and under and the State has not included the optional Medicaid benefit cited
in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care) is developed
for each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to
the service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their
projected frequency and the type of provider that furnishes each service and (b) the other services (regardless of
funding source, including State plan services) and informal supports that complement waiver services in meeting the
needs of the participant. The service plan is subject to the approval of the Medicaid agency. Federal financial
participation (FFP) is not claimed for waiver services furnished prior to the development of the service plan or for
services that are not included in the service plan.

B. Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are
in-patients of a hospital, nursing facility or ICF/IID.

C. Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board
except when: (a) provided as part of respite services in a facility approved by the State that is not a private residence
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or (b) claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who
resides in the same household as the participant, as provided in Appendix I.

D. Access to Services. The State does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the State has received approval to limit the
number of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-
party (e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the
provision and payment of the service. FFP also may not be claimed for services that are available without charge, or
as free care to the community. Services will not be considered to be without charge, or free care, when (1) the
provider establishes a fee schedule for each service available and (2) collects insurance information from all those
served (Medicaid, and non-Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider
certifies that a particular legally liable third party insurer does not pay for the service(s), the provider may not
generate further bills for that insurer for that annual period.

G. Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to
individuals: (a) who are not given the choice of home and community-based waiver services as an alternative to
institutional level of care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s)
of their choice; or (c) whose services are denied, suspended, reduced or terminated. Appendix F specifies the State's
procedures to provide individuals the opportunity to request a Fair Hearing, including providing notice of action as
required in 42 CFR §431.210.

H. Quality Improvement. The State operates a formal, comprehensive system to ensure that the waiver meets the
assurances and other requirements contained in this application. Through an ongoing process of discovery,
remediation and improvement, the State assures the health and welfare of participants by monitoring: (a) level of care
determinations; (b) individual plans and services delivery; (c) provider qualifications; (d) participant health and
welfare; (e) financial oversight and (f) administrative oversight of the waiver. The State further assures that all
problems identified through its discovery processes are addressed in an appropriate and timely manner, consistent
with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the
Quality Improvement Strategy specified in Appendix H.

I. Public Input. Describe how the State secures public input into the development of the waiver:
This section will be completed following receipt of public comment and prior to CMS submission.

J. Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit
a Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is
provided by Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available
through the Medicaid Agency.

K. Limited English Proficient Persons. The State assures that it provides meaningful access to waiver services by
Limited English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000
(65 FR 50121) and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance
Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited English
Proficient Persons" (68 FR 47311 - August 8, 2003). Appendix B describes how the State assures meaningful access
to waiver services by Limited English Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

| Wines |

First Name:

| Brian |
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Title: |Pr0gram manager |
Agency:
|Iowa Department of Human Services/lowa Medicaid Enterprise |
Address:
100 Army Post Road |
Address 2:
City:
|Des Moines
State: Iowa
Zip:
50315
Phone:
|(515) 256-4661 | Ext] [ ] TTY
Fax:
|(515) 725-1360 |
E-mail:

| bwinesdhs.state.ia.us

B. If applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State: Towa

Zip:

Phone:

| | Ext ] TTY

Fax:
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E-mail:

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the State's request
to amend its approved waiver under §1915(c) of the Social Security Act. The State affirms that it will abide by all provisions
of the waiver, including the provisions of this amendment when approved by CMS. The State further attests that it will
continuously operate the waiver in accordance with the assurances specified in Section V and the additional requirements
specified in Section VI of the approved waiver. The State certifies that additional proposed revisions to the waiver request
will be submitted by the Medicaid agency in the form of additional waiver amendments.

Signature: | |

State Medicaid Director or Designee

Submission Date: | |

Note: The Signature and Submission Date fields will be automatically completed when the
State Medicaid Director submits the application.

Last Name:
| Stier |
First Name:
| Mikki |
Title:
|Medicaid Director |
Agency:
|Iowa Medicaid Enterprise/lowa Department of Human Services |
Address:
| 100 Army Post Road |
Address 2:
City:
|Des Moines |
State: Towa
Zip:
150315 |
Phone:
|(515) 256-4621 | Ext:| ] TTY
Fax:
|(515) 725-1360 |
E-mail:
Attachments | mstier@dhs.state.ia.us
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Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.
| Replacing an approved waiver with this waiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limits to a service or a set of services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).

Adding new, or decreasing, a limitation on the number of participants served at any point in time.

Making any changes that could result in some participants losing eligibility or being transferred to another

waiver under 1915(c) or another Medicaid authority.
Making any changes that could result in reduced services to participants.

Specify the transition plan for the waiver:

Statewide MCO enrollment in the Initiative will be effective January 1, 2016. As such, the State will begin accepting MCO
selections from current Medicaid enrollees beginning in fall 2015. To facilitate the MCO selection process, enrollees will
receive enrollment notices that include a tentative MCO assignment based on an algorithm designed to: (1) deal the
population evenly among the MCOs; and (2) assign all members of a particular family to the same MCO. As all MCOs are
required to extend contract offers to all current lowa Medicaid enrolled providers, existing provider-beneficiary
relationships should be available as the program is implemented. The notice will also include information regarding all
available MCO options and will provide the opportunity for enrollees to make an alternative selection prior to the tentative
assignment becoming effective. The Enrollment Broker will take MCO selections and provide choice counseling to assist
enrollees. Enrollees will be fully enrolled based on their tentative assignment in the absence of an alternative choice made
by the required response date listed in the notice. Once fully enrolled, members will have the opportunity to change MCOs
in the first 90 days of enrollment without cause. The timeline for sending these notices will be staggered based on Medicaid
eligibility groups. To permit additional time and assistance for members receiving long-term services and supports, these
notices will first be sent to individuals in an institution, individuals enrolled in a §1915(c) waiver, and individuals receiving
§1915i home and community based services under the lowa Medicaid State Plan. Those participants who have not made an
MCO selection, or who are otherwise ineligible for managed care enrollment as defined in the lowa High Quality
Healthcare Initiative §1915(b) waiver, will continue to receive services through fee-for-service delivery system.

Within five (5) business days of receipt of member enrollment information, MCOs will distribute enrollment materials to
each member. All information will be provided to members with limited English proficiency through the provision of
language services at no cost to the individual. All written materials will be provided in English and Spanish, and any
additional prevalent languages identified by the State, and will be made available in alternative formats that take into
consideration the special needs of those who, for example, are visually limited or have limited reading proficiency (e.g., 508
compliance, Braille, large font, audiotape and verbal explanations of written materials). All members and potential members
will be informed that information is available in alternative formats and how to access those formats.

Enrollment materials will include, but not be limited to, provider directory information and/or information on how to find a
network provider near the member’s residence, the MCO’s contact information, the amount, duration, and scope of covered
services, information regarding the availability of Member Helpline and 24-hour Nurse Call Line, procedures for obtaining
benefits, a description of any restrictions on the member’s freedom of choice among network providers, and information on
the grievance and appeal process. Specific information regarding waiver services will include a description of the
community-based case management’s or integrated health home’s role and responsibilities, information on how to change
community based case management or integrated health homes, and when applicable, information on the option to self-
direct.

For those participants transitioning from fee-for-service to managed care, MCOs will implement a comprehensive strategy,
subject to State approval, to ensure a seamless transition of services during program implementation. Strategies will include
timelines within which all members receiving 1915(c) waiver services will receive an in-person visit from appropriate MCO
staff and an updated needs assessment and service plan. Services will not be reduced, modified or terminated in the absence
of an up-to-date assessment of needs that supports the reduction, modification or termination.

MCOs will also ensure that members are permitted to see all current providers on their approved service plan upon initial
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enrollment, even on a non-network basis, until a service plan is completed and agreed upon by the member or resolved
through the appeals or fair hearing process, and implemented. MCOs will extend the authorization of waiver services from
a non-network provider as necessary to ensure continuity of care pending the provider’s contracting with the MCO, or the
member’s transition to an in-network provider. MCOs will be responsible for facilitating a seamless transition to new
services and/or providers, as applicable, in the plan of care developed by the MCO without any disruption in

services. Further, MCOs are contractually required to extend DHS enrolled 1915(c) HCBS waiver providers an opportunity
to be part of its provider network.

MCOs will implement plans, subject to State approval, to provide seamless, effective transition from the member’s former
targeted case manager, case manager, or service worker (as applicable), and any change in community-based case
management. MCOs will allow members to retain their current case manager during the first six months of transition. All
transition plans will be fully implemented within one year.

DHS will provide data sharing with MCOs to assist in continuity of care, including providing prior authorizations in place at
the time of member transition, claims history and service plans. Further, DHS will implement oversight strategies to ensure
MCO compliance with continuity of care requirements, including, but not limited to, readiness review and regular

reporting.

DHS and the MCOs will also implement strategies to assist providers in the transition. DHS strategies will include
educational sessions and the provision of written materials such as frequently asked questions and provider bulletins.
MCOs are contractually required to implement provider communication strategies which will assist in provider transition
such as publication of a provider manual, maintenance of a provider website, operation of a provider services helpline, and
extensive provider training.

DHS and the MCOs will also implement a comprehensive member and stakeholder education and engagement strategy to
assist in transition, ensure understanding of the program and promote a collaborative effort to enhance the delivery of high
quality services to members. DHS operates an Managed Long Term Services and Supports (MLTSS) Advisory Group for
long-term services and supports recipients and stakeholders. Further, the MCOs are contractually required to operate a
Stakeholder Advisory Board which is charged with providing input on issues such as: (i) service delivery; (ii) quality of
care; (iii) member rights and responsibilities; (iv) resolution of grievances and appeals; (v) operational issues; (vi) program
monitoring and evaluation; (vii) member and provider education; and (viii) priority issues identified by members.

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CMS guidance.

Consult with CMS for instructions before completing this item. This field describes the status of a transition process at the
point in time of submission. Relevant information in the planning phase will differ from information required to describe
attainment of milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301
(c)(6), and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germane
to this waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal
HCB setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the
state's HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in this field, and include in Section C-5 the information on all HCB settings in the waiver.

Iowa assures that the settings transition plan included with this waiver amendment or renewal will be subject to any
provisions or requirements included in the State’s approved Statewide Transition Plan. Iowa will implement any required

changes upon approval of the Statewide Transition Plan and will make conforming changes to its waiver when it submits
the next amendment or renewal.

Section 1: Assessment

Iowa proposes a multifaceted approach to assessment. This will include the completion of a Settings Analysis, which will be
a high-level assessment of settings within the state to identify general categories (not specific providers or locations) that are
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likely to be in compliance; not in compliance; presumed to be non-HCBS; or those that are not yet, but could become
compliant. Other avenues for assessment will include identifying HCBS settings during provider enrollment and re-
enrollment; evaluating settings through the existing HCBS quality assurance onsite review process and the provider self-
assessment process; and monitoring of lowa Participant Experience Survey (IPES) results for participants experiences.
Assessment activities will be incorporated into current quality assurance processes to the extent possible.

All MCOs contracting with the State to provide HCBS are required to ensure non-institutional LTSS are provided in settings
which comport with the CMS HCBS requirements defined at 42 CFR 441.301(c)(4) and 42 CFR 441.710(a). MCOs will be
required to ensure compliance through the credentialing and monitoring of providers and service authorization for waiver
participants.

4/1/2014 - 7/31/2014: Settings Analysis - State identified HCBS settings as they potentially conform to HCBS
characteristics and ability to comply in the future. General settings are classified into categories (Yes - settings fully
compliant, Not Yet - settings that will comply with changes, Not Yet - setting is presumed non-HCBS but evidence may be
presented for heighted scrutiny review, and No - setting do not comply) The lowa HCBS Settings Analysis is being
submitted as one component of the transition plan.

5/1/2014 - 12/31/2014: Provider Enrollment Processes - State will operationalize mechanisms to incorporate assessment of
settings into existing processes for provider pre-enrollment screening by the lowa Medicaid Enterprise (IME), provider
credentialing by the managed care behavioral health organization (BHO), and HCBS provider certification by the HCBS
Quality Assurance and Technical Assistance Unit.

5/1/2015 - 12/31/2015: Geographic Information System (GIS) Evaluation of HCBS Provider Locations and HCBS
Participant Addresses - State will use GIS to analyze locations of provider sites and participant addresses to identify
potential areas with high concentration of HCBS.

12/1/2014 - ongoing: Onsite assessment - The State will incorporate review of settings into the review tools used by the
HCBS Quality Assurance and Technical Assistance Unit for on-site reviews. Settings will be assessed during recertification
reviews, periodic reviews, focused reviews, and targeted reviews. State will identify providers with sites of service that have
the characteristics of HCBS or the qualities of an institution.

10/1/2014 - ongoing: Enrolled HCBS providers self-assessment - The state will modify the Provider Quality Management
Self-Assessment to identify HCBS sites and to gather additional information from providers to assess sites of service that
have characteristics of HCBS or the qualities of an institution. The annual self-assessment will be released to providers
annually on October 1 and due to IME annually on December 1, with results compiled by February 28. The State will
release the “lowa Exploratory Questions for Assessment of HCBS Settings” document to assist providers in identifying the
expected characteristics of HCBS.

8/1/2014 - ongoing: Other projects collecting HCBS setting data - State provider association will provide information and
input from residential providers to the state.

12/1/2014 - ongoing: Iowa Participant Experience Survey (IPES) - State will continue to monitor IPES results to flag
participant experience that is not consistent with assuring control over choices and community access.

5/1/2015 - By 3/17/2019: Onsite Assessment Results Report - State compiles and analyzes findings of onsite assessments
annually by July 31, with the final report completed by 3/17/19. Findings will be presented to lowa DHS leadership and
stakeholders.

Section 2: Remediation Strategies

Iowa proposes a remediation process that will capitalize on existing HCBS quality assurance processes including provider
identification of remediation strategies for each identified issue, and ongoing review of remediation status and compliance.
The state may also prescribe certain requirements to become compliant. lowa will also provide guidance and technical
assistance to providers to assist in the assessment and remediation process. Providers that fail to remediate noncompliant
settings timely may be subject to sanctions ranging from probation to disenrollment.

6/1/2014 - 7/31/2016: Informational Letters - State will draft and finalize informational letters describing proposed

transition, appropriate HCBS settings, deadlines for compliance, and technical assistance availability. BHO and MCO will
provide the same information to provider network.
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12/1/2014 - 7/31/2015: Towa Administrative Code - State will revise administrative rules chapters 441-77, 78, 79, and 83, to
reflect federal regulations on HCBS settings. Rules will define HCBS setting thresholds and will prohibit new sites from
being accepted or enrolled that have an institutional or isolating quality while presenting deadlines for enrolled providers to
come into compliance. Rules will clarify expectations of participant control of their environment and access to community.
MCOs will develop the same standards for provider network.

8/1/2015 - 12/31/2015: Provider Manual Revisions - State will revise HCBS provider manual Chapter 16K to incorporate
regulatory requirements for HCBS and qualities of an HCBS setting. MCOs will incorporate the same information into
relevant provider network manuals.

12/1/2014 - ongoing: Incorporate Education and HCBS Compliance Understanding into Provider Enrollment - IME
Provider Services Unit Pre-Enrollment Screening process will make adjustments to ensure that HCBS settings are evaluated
when appropriate. When agencies enroll to provide HCBS services, they will be provided information on HCBS setting
requirements and be required to certify that they have received, understand, and comply with these setting requirements.

12/1/2014 - ongoing: Provider Assessment Findings - State will present each provider with the results of the assessment of
their organizational HCBS settings as findings occur throughout the assessment process.

12/1/2014 - 3/16/2019: Provider Individual Remediation - HCBS providers will submit a corrective action plan (CAP) for
any settings that require remediation. The CAP will provide detail about the steps to be taken to remediate issues and the
expected timelines for compliance. The state will accept the CAP or may ask for changes to the CAP. The state may preset
remediation requirements for each organization's HCBS settings. Providers will be required to submit periodic status
updates on remediation progress. State review of CAPs will consider the scope of the transition to be achieved and the
unique circumstances related to the setting in question. The state will allow reasonable timeframes for large infrastructure
changes with the condition that the providers receive department approval and provide timely progress reports on a regular
basis. Locations presumed to be non-HCBS but which are found to have the qualities of HCBS will be submitted to CMS
for heightened scrutiny review.

12/1/2014 - 3/16/2019: Data Collection - State, BHO, and MCOs will collect data from reviews, technical assistance,
updates, etc. to track status of remediation efforts. Data will be reported on a regular basis or ad hoc to DHS management
and CMS.

12/1/2014 - 3/1/2019: Onsite Compliance Reviews - State will conduct onsite reviews to establish levels of compliance
reached by providers with non-HCBS settings following completion of their remediation schedule.

12/1/2014 - 3/16/2019: Provider Sanctions and Disenrollments - State will disenroll and/or sanction providers that have
failed to meet remediation standards. State will disenroll and/or sanction providers that have failed to cooperate with the
HCBS Settings Transition.

12/1/2014 - 3/16/2019: Participant Transitions to Compliant Settings - If relocation of participants is necessary, the state
will work with case managers, service workers, and care coordinators to ensure that participants are transitioned to settings
meeting HCBS Setting requirements. Participants will be given timely notice and due process, and will have a choice of
alternative settings through a person centered planning process. Transition of participants will be comprehensively tracked
to ensure successful placement and continuity of service.

Section 3: Public Comment

Iowa proposes to collect public comments on the transition plan through a dedicated email address for submission of written
comments, and through taking public comments directly by mail. Iowa has also previously held comment periods in May
2014 and November 2014 which included solicitation of comments through stakeholder forums. In addition to posting the
transition plan and related materials on the lowa Medicaid website, numerous stakeholders were contacted directly and
provided with transition plan documents and information on the stakeholder forums. Stakeholders contacted include
Disability Rights Iowa, the Iowa Association of Community Providers, the lowa Health Care Association/Iowa Center for
Assisted Living, Leading Age Iowa, the lowa Brain Injury Association, the Olmstead Consumer Task Force, the lowa
Mental Health and Disability Services Commission, the lowa Developmental Disabilities Council, NAMI Iowa, ASK
Resource Center, Area Agencies on Aging, County Case Management Services, and MHDS Regional Administrators.

3/9/2015 - 3/13/2015: Announcement of Public Comment Period - State released a White Paper, the
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Draft Transition Plan, and Draft Settings Analysis on the state website. Informational Letters were released and sent to all
HCBS waiver providers, case managers and DHS service workers. Stakeholders (listed above) were contacted directly to
inform them of the public comment period. A dedicated email address (HCBSsettings@dhs.state.ia.us) was established to
receive public comments. Tribal notices were sent. Notices were filed in newspapers. Printed versions were made available
in DHS local offices statewide, along with instructions on submitting comments via mail.

3/16/2015 - 4/15/2015: Public Comment Period for Proposed Transition Plan - State will share transition plan with the
public in electronic and non-electronic formats, collect comments, develop state responses to public comments, and
incorporate appropriate suggestions into transition plan. The Response to Public Comments document will be posted to the
DHS website and a summary provided to CMS. Previous comment periods were held in May 2014 and November 2014,
which included stakeholder forums.

4/15/2015 - 3/16/2019: Public Comment Retention - State will safely store public comments and state responses for CMS
and public consumption.

4/15/2015 - 3/16/2019: Posting of Transition Plan Iterations - State will post each approved iteration of the transition plan to
its website.

7/1/2015 - By 3/17/2019: Assessment Findings Report - State shares the findings of the onsite assessment annually by July
31.

Iowa HCBS Settings Analysis - This Settings Analysis is general in nature and does not imply that any specific provider or
location is noncompliant solely by classification in this analysis. Final determination will depend upon information gathered
through all assessment activities outlined in the transition plan, including but not limited to onsite reviews, provider annual
self-assessments, IPES data, provider surveys, and GIS analysis.

Category: YES — Settings presumed fully compliant with HCBS characteristics
--Participant owns the housing, or leases housing that is not provider owned or controlled.
--Supported employment provided in an integrated community setting

Category: NOT YET — Settings may be compliant, or with changes will comply with HCBS characteristics
--Residential Care Facilities (RCFs) of any size

--Apartment complexes where the majority of residents receive HCBS

--Disability-specific camp settings (except Respite)

--Five-bed homes previously licensed as RCFs

--Provider owned or controlled housing of any size

--Multiple locations on the same street operated by the same provider (including duplexes and multiplexes)
--Disability-specific farm communities

--Assisted Living Facilities

--Services provided in a staff participant’s home (except Respite)

--Day program settings located in a building that also provides other disability-specific services, or where provider offices
are located.

Category: NOT YET - Setting is presumed non-HCBS but evidence may be presented to CMS for heightened scrutiny
review

--Located in a building that also provides inpatient institutional treatment

--Any setting on the grounds of or adjacent to a public institution

--Settings that isolate participants from the broader community

Category: NO — Settings do not comply with HCBS characteristics

--Intermediate Care Facilities for Persons with Intellectual Disabilities (ICF/ID) (except Respite)

--Nursing Facilities/Skilled Nursing Facilities

--Hospitals

--Institutions for Mental Disease (IMD)

Public comment was taken from March 16, 2015 through April 15, 2015. The transition plan was posted on the IME website
at: https://dhs.iowa.gov/ime/about/initiatives/HCBS/TransitionPlans. The transition plan has been available at that location
since March 12, 2015. Public notice in a non-electronic format was done by publishing a notice in major newspapers
throughout the state; this notice was sent to the newspapers on March 9, 2015. The transition plan was available for non-
electronic viewing in any of the 99 DHS office across the state for persons who may not have internet access. Comments
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were accepted electronically through a dedicated email address (HCBSsettings@dhs.state.ia.us). The address was provided
for written comments to be submitted to the IME by mail or by delivering them directly to the IME office. Notice was also
sent to the federally recognized tribes on March 9, 2015.

Summary of Comments:

Comments that resulted in changes to the transition plan:
There were no comments received that resulted in changes to the transition plan.

Comments for which the State declined to make changes to the transition plan or settings analysis document:

There were numerous comments submitted which did not ask for changes to the transition plan, but rather were seeking
clarification or interpretation of the federal regulation or posed operational questions about how the state would carry out
activities in the transition plan.

Four commenters suggested that various aspects of the transition plan need to be updated to reflect the role that the
Managed Care Organizations (MCOs) will have related to the Iowa High Quality Health Care Initiative. The state declined
to makes changes based on the comment and explained in the response that Iowa plans to submit separate waiver
amendments to make changes related to that effort in the near future, and that there will be another public comment period
related to those amendments at that time.

Two commenters expressed concern about engaging consumers, families and advocates in the transition plan. The state
declined to make changes based on the comment and explained the various ways that input from consumers and advocates
has been sought in the development of the plan and expressed that consumer and advocate involvement will continue
throughout implementation.

One commenter suggested that the state conduct a more exhaustive review of its provider network to identify examples of
gated communities and farmsteads, a category of service-provision they believe to be impermissible. The state declined to
make any changes to the transition plan, and in our response explained that the assessment process outlined in our plan will
ensure that all residential sites will be reviewed. Our response additionally explained that we have released a guidance
document on settings with the potential effect of isolating individuals which does include settings similar to farmsteads and
gated communities, and which identifies that these settings may indicate increased risk of isolating people from the broader
community.

One commenter asked that the role of the state’s Mental Health and Disability Services (MHDS) Regions be included in the
plan. The state declined to make this change, explaining that the MHDS Regions are already listed as stakeholders in the
plan.

One commenter asked that the plan be changed to eliminate the distinction between provider owned and controlled housing,
as the commenter believed this had been eliminated from the regulation. The state declined to make this change and
explained in the response that the federal regulation does still set out additional requirements for provider owned and
controlled settings.

One commenter suggested that the “players” column, which existed in an early draft of the transition plan, but was later
removed, should be added back into the plan. The state declined to make this change and explained in the response that the
responsibility for completion of the activities listed in the transition plan lies with the IME, and other stakeholders are
already noted in the description column for each item or in the explanatory narrative at the top of each section.

One commenter expressed that activities within the transition plan should not have end dates listed as “ongoing”. The state
declined to make this change and explained in the response that our approach utilizes an ongoing process of discovery,
remediation, and improvement. As such, we are not performing a one-time statewide assessment that will result in a point-
in-time list of settings that are compliant or non-compliant. Rather, our process will be a continuous cycle in which all
settings will be assessed and remediated by the March 17, 2019 deadline, and our quality assurance processes will continue
even after the transition deadline to assure that providers who were in compliance will continue to meet the requirements on
an ongoing basis.

One commenter suggested that the actions or omissions that would trigger the requirement of a corrective action plan (CAP)

should be listed in the transition plan. The state declined to make this change, explaining that any finding of noncompliance
will trigger a CAP.
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One commenter suggested that in regard to provider remediation, rather than the State allowing “reasonable time frames”
for large infrastructure changes, the State should impose specific timeframes and deadlines. The state declined to make a
change because we believe the commenter misunderstood the intent of the item. Our response to the comment explained
that the timeframes that will be set out in any given CAP will be specific deadlines for that provider and location. The
“reasonable timeframes” language needs to be read in the context of the previous sentence in the plan, which indicates that
in reviewing a CAP, the state will consider the scope of the transition to be achieved and the unique circumstances related to
the setting in question.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver
(select one):

® The waiver is operated by the State Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select
one):

®) The Medical Assistance Unit.

Specify the unit name:
Bureau of Long Term Care, lowa Medicaid Enterprise
(Do not complete item A-2)

Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has
been identified as the Single State Medicaid Agency.

(Complete item A-2-a).
The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
interagency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy is available through the Medicaid agency to CMS upon request. (Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit
within the State Medicaid Agency. When the waiver is operated by another division/administration within
the umbrella agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by
that division/administration (i.e., the Developmental Disabilities Administration within the Single State
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Medicaid Agency), (b) the document utilized to outline the roles and responsibilities related to waiver
operation, and (c) the methods that are employed by the designated State Medicaid Director (in some
instances, the head of umbrella agency) in the oversight of these activities:

As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the
State Medicaid agency. Thus this section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify
the methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency
of Medicaid agency assessment of operating agency performance:

As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State.
Thus this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative
functions on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5
and A-6.:
MCOs will generally be responsible for delivering covered benefits, including physical health, behavioral
health and LTSS in a highly coordinated manner. Specific functions include, but are not limited to, the
following:

-Developing policies and procedures for ongoing identification of members who may be eligible for waiver
services;

-Conducting comprehensive needs assessments, developing service plans, coordinating care, and authorizing
and initiating waiver services for all members;

-Conducting level of care reassessments with IME retaining final review and approval authority for any
reassessments which indicate a change in the level of care;

-Delivering community-based case management services and monitoring receipt of services;

-Contracting with an entity or entities for financial management services to assist members who elect self-
direction (i.e., lowa’s “Consumer Choices Option™);

-Maintaining a toll-free telephone hotline for all providers with questions, concerns, or complaints;
-Maintaining a toll-free telephone hotline for all members to address questions, concerns, or complaints;
-Operating a 24/7 toll-free Nurse Call Line which provides nurse triage telephone services for members to
receive medical advice from trained medical professionals;

-Creating and distributing member and provider materials (handbooks, directory, forms, policies and
procedures, notices, etc.);

-Operating an incident reporting and management system;

-Maintaining a utilization management program;

-Developing programs and participating in activities to enhance the general health and well-being of members;
and

-Conducting provider services such as network contracting, credentialing, enrollment and disenrollment,
training, and claims processing.

Those participants who have not made an MCO selection, or who are otherwise ineligible for managed care
enrollment as defined in the lowa High Quality Healthcare Initiative §1915(b) waiver, will continue to receive
services through the fee-for-service delivery system. As such, the State will continue to contract with the

following entities to perform certain waiver functions.

Member Services (Maximus) as part of a contract with IME to disseminate information to Medicaid
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beneficiaries and provide beneficiary support as part of their customer service contract. Additionally, the
Member Services Unit provides clinical review in effort to identify beneficiary population risks such that
additional education, program support, and policy revision can mitigate risks to the beneficiary when possible.

Medical Services (Telligen) as part of a contract with the IME conducts level of care evaluations and service
plan development ad-hoc reviews to ensure that waiver requirements are met. In addition, the IME MSU
conducts the necessary activities associated with prior authorization of waiver services, authorization of service
plan changes and medical necessity reviews associated with Program Integrity and Provider Cost Audit
activities.

Home and Community Based Quality Assurance (Telligen) as part of a contract with the IME reviews provider
compliance with State and federal requirements, monitors complaints, monitors critical incident reports and
technical assistance to ensure that quality services are provided to all Medicaid members.

Program Integrity and Recovery Audit Coordinator (Optum) as part of a contract with the IME reviews provider
records and claims for instances of Medicaid fraud, waste, and abuse. These components are evaluated and
analyzed at an individual and system level through fraud hotline referrals and algorithm development.

Provider Services (Maximus) as part of a contract with the IME coordinates provider recruitment and executes
the Medicaid Provider Agreement. The Provider Services Unit conducts provider background checks as
required, conducts annual provider trainings, supervises the provider assistance call center, and manages the
help functions associated with the IME’s Individualized Services Information System (ISIS).

Provider Cost Audit (Myers and Stouffer) as part of a contract with the IME determines service rates and
payment amounts. The Provider Cost Audit Unit performs financial reviews of projected rates, reconciled cost
reports, and performs onsite fiscal reviews of targeted provider groups.

Revenue Collections Unit (HMS), as part of a contract with the IME, performs recovery of identified
overpayments related to program integrity efforts, cost report reconciliations, third-party liability, and trusts.

Pharmacy (Gould Health Systems), as part of the contract with IME, this unit oversees the operation of the
Preferred Drug List (PDL) and Prior Authorization (PA) for prescription drugs. The development and updating
of the PDL allows the Medicaid program to optimize the funds spent for prescription drugs. The Pharmacy
Medical group performs drug Prior Authorization with medical professionals who evaluate each request for the
use of a number of drugs.

Point-of-Sale (POS) (Gould Health Systems), as part of the contract with the IME, this is the pharmacy point of
sale system. It is a real-time system for pharmacies to submit prescription drug claims for lowa Medicaid
beneficiaries and receive a timely determination regarding payment.

All contracted entities including the Medicaid Department conduct training and technical assistance concerning
their particular area of expertise concerning waiver requirements. Please note that ultimately it is the Medicaid
agency that has overall responsibility for all of the functions while some of the functions are performed by
contracting agencies. In regards to training, technical assistance, recruitment and disseminating information,
this is done by both the Medicaid agency and contracted agencies throughout regular day-to-day business.

No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable

Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:
Local/Regional non-state public agencies perform waiver operational and administrative functions at the

local or regional level. There is an interagency agreement or memorandum of understanding between
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the State and these agencies that sets forth responsibilities and performance requirements for these agencies
that is available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6:

Local/Regional non-governmental non-state entities conduct waiver operational and administrative

functions at the local or regional level. There is a contract between the Medicaid agency and/or the
operating agency (when authorized by the Medicaid agency) and each local/regional non-state entity that
sets forth the responsibilities and performance requirements of the local/regional entity. The contract(s)
under which private entities conduct waiver operational functions are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state
entities in conducting waiver operational and administrative functions:

The Towa Department of Human Services, lowa Medicaid Enterprise policy staff, is responsible for oversight of the
contacting entities. The DHS IME is the state agency responsible for conducting the operational and administrative
functions of the Intellectual Disability Waiver.

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted
and/or local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of contracted and/or
local/regional non-state entities is assessed:

The Iowa Medicaid Enterprise (IME) is an endeavor that unites State Staff and "Best of Breed" contractors into a
performance-based model for the administration of the lowa Medicaid program. The IME is a collection of specific
units, each having an area of expertise, and all working together to accomplish the goals of the Medicaid program.
Housed in a single building, the IME has contract staff who participates in the following activities: provider services,
member services, provider audit and rate setting, processing payments and claims, medical services, pharmacy,
program integrity, and revenue collections. All contracts are selected through a competitive request for proposal
(RFP) process. Contract RFPs are issued every five years.

All contracted entities are assigned a contract manager, are assessed through their performance-based contracts, and
are required to present their performance on contract standards at a monthly meeting to the Medicaid Policy

Staff. Further, non-MCO contracted entities and Medicaid Policy staff are located at the same site, which limits the
barriers of routine management and oversight. In addition, all contracted agencies are required to complete a
comprehensive quarterly report on their performance to include programmatic and quality measures designed to
measure the contract activities as well as trends identified within Medicaid programs and populations.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or
entities that have responsibility for conducting each of the waiver operational and administrative functions listed
(check each that applies):

In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All functions not
performed directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency.
Note: More than one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid
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Agency (1) conducts the function directly; (2) supervises the delegated function; and/or (3) establishes and/or
approves policies related to the function.

Function Medicaid Agency|Contracted Entity|

Participant waiver enrollment v v

Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans

Prior authorization of waiver services

Utilization management

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

Rules, policies, procedures and information development governing the waiver program

o] 1RSI IAN] NG IR IRN] (RN] AN) BN AAS] IES
aN| IAS] §AN] NG IRNE [RN] (N0 AN) BN BAS] IS

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Performance measures for administrative authority should not duplicate measures
found in other appendices of the waiver application. As necessary and applicable, performance measures
should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered
by the waiver
= Equitable distribution of waiver openings in all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on_the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

AA-1a: Number and percent of quarterly contract management reports, from the
Medical Services Contract and MCO, submitted within ten business days of the end of
the reporting period. Numerator = # of timely quarter contract reports Denominator =
# of quarterly contract management reports
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Data Source (Select one):

Other

If 'Other’ is selected, specify:

Contracted entity and MCO performance monitoring

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity | Quarterly Representative
Sample
Confidence
Interval =
| Other Annually Stratified
Specify: Describe Group:
Contracted Entity and
MCOs
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity | Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

Performance Measure:

AA-2a: Number and amount of compensation withholdings, for the Medical Services
Contractor, annually applied for inaccurate level of care determinations. Measured by

the monetary units withheld as compensation from contract payments.

Data Source (Select one):
Other
If 'Other’ is selected, specify:

Contracted entity performance monitoring

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach(check
each that applies):

| State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other | Annually Stratified
Specify: Describe Group:
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other | Annually
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Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

AA-3a: Number and percent of quarterly contract management reports, from the
Provider Services Contractor, submitted within ten business days of the end of the
reporting period. Numerator = # of timely quarterly contracts reports Denominator = #
of quarterly contract management reports

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Contracted entity performance monitoring

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity | Quarterly Representative
Sample
Confidence
Interval =
| Other Annually Stratified
Specify: Describe Group:
Contracted Entity
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

| State Medicaid Agency

Weekly

Operating Agency

Monthly

Sub-State Entity

| Quarterly

Specify:

Other Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:

AA-4a: Number and amount of compensation withholdings, for the Provider Services
Contractor, annually applied for inaccurate provider enrollment functions. Measured

by the monetary units withheld as compensation from contract payments.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Contracted entity performance monitoring

Responsible Party for Frequency of data
data collection/generation | collection/generation
(check each that applies): | (check each that applies):

Sampling Approach(check
each that applies):

| State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other | Annually Stratified
Specify: Describe Group:
Continuously and Other
Ongoing Specify:
Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other | Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

AA-5a: Number and percent of quarterly contract management reports, from the
HCBS QA Contractor, submitted within ten business days of the end of the reporting
period. Numerator = # of timely quarterly contract reports Denominator = # of
quarterly contract management reports.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Contracted entity performance monitoring

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid Weekly | 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity | Quarterly Representative
Sample
Confidence
Interval =
| Other Annually Stratified
Specify: Describe Group:
Contracted Entity
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Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

v State Medicaid Agency

Weekly

Operating Agency

Monthly

Sub-State Entity

| Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure:

AA-6a: Number and percent of monthly major incident reports, from the HCBS QA
Contractor and MCO, submitted within ten business days of the end of the reporting

Page 27 of 272

period. Numerator = # of timely monthly contract reports on incidents Denominator = #

of monthly major incident reports.

Data Source (Select one):
Other
If 'Other’ is selected, specify:

Contracted entity and MCO performance monitoring

Responsible Party for

Frequency of data

data collection/generation
(check each that applies):

collection/generation
(check each that applies):

Sampling Approach(check
each that applies):

State Medicaid Weekly v 100% Review
Agency
Operating Agency | Monthly Less than 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
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| Other Annually Stratified
Specify: Describe Group:
Contracted entity and
MCOs
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

v State Medicaid Agency

Weekly

Operating Agency | Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:
AA-7a: Number and amount of compensation withholdings, for the HCBS QA

contractor and MCO, annually applied for inappropriate quality assurance activities.

Measured by the monetary units withheld as compensation from contract payments.

Data Source (Select one):
Other

If 'Other’ is selected, specify:
Contracted entity and MCO performance monitoring
Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach(check
each that applies):

| State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly
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Less than 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other | Annually Stratified
Specify: Describe Group:
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

+ State Medicaid Agency

Weekly

Operating Agency Monthly
Sub-State Entity Quarterly
Other | Annually
Specify:

Continuously and Ongoing

Other
Specify:

Page 29 of 272

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties

responsible.

Beyond the oversight provided by the policy staff collective, each contracted entity within the lowa Medicaid
Enterprise is assigned state staff to serve as a contract manager. This position oversees the quality and
timeliness of monthly scorecards and quarterly contract reports. Further, the lowa Medicaid Enterprise holds
a monthly manager meeting in which the account managers of each contracted unit presents the operational
and performance issues discovered and remediated within the past month. This allows all state staff to
collectively sustain transparent administrative oversight.
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b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
If the contract manager, or policy staff as a whole, discovers and documents a repeated deficiency in
performance of the contracted unit, a plan for improved performance is developed. In addition, repeated
deficiencies in contractual performance may result in a withholding of invoiced payment compensation.

Page 30 of 272

General methods for problem correction include revisions to state contract terms based on lessons learned.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

| State Medicaid Agency

Weekly

Operating Agency

Monthly

Sub-State Entity

| Quarterly

Other
Specify:

Annually

Continuously and Ongoing

Other
Specify:

¢. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-

operational.
® No
Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility

B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver services to one or
more groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. /n
accordance with 42 CFR §441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the
selected target group(s) that may receive services under the waiver, and specify the minimum and maximum (if any)

age of individuals served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age | Maximum Age |[No Maximum Age
Limit Limit
Aged or Disabled, or Both - General
IAged
IDisabled (Physical)
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Maximum Age
Target Group Included Target SubGroup Minimum Age | Maximum Age |No Maximum Age
Limit Limit

Disabled (Other)
Aged or Disabled, or Both - Specific Recognized Subgroups

Brain Injury

[HIV/AIDS

Medically Fragile

[Technology Dependent

| Intellectual Disability or Developmental Disability, or Both

Autism

[Developmental Disability

v IIntellectual Disability 0 v

Mental Illness

IMental Illness

Serious Emotional Disturbance

b. Additional Criteria. The State further specifies its target group(s) as follows:

Per 441 Iowa Administrative Code 83.60(249A), a participant must have “a diagnosis of intellectual disability
(intellectual developmental disorder), global developmental delay, or unspecified intellectual disability (intellectual
developmental disorder) which shall be made only when the onset of the person’s condition was during the
developmental period and shall be based on an assessment of the person’s intellectual functioning and level of
adaptive skills. The diagnosis shall be made by a person who is a licensed psychologist or psychiatrist who is
professionally trained to administer the tests required to assess intellectual functioning and to evaluate a person’s
adaptive skills. The diagnosis shall be made in accordance with the criteria provided in the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5), published by the American Psychiatric Association.”

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies
to individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on
behalf of participants affected by the age limit (select one):

® Not applicable. There is no maximum age limit

The following transition planning procedures are employed for participants who will reach the
waiver's maximum age limit.

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a
State may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

® No Cost Limit. The State does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

Cost Limit in Excess of Institutional Costs. The State refuses entrance to the waiver to any otherwise eligible
individual when the State reasonably expects that the cost of the home and community-based services furnished
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to that individual would exceed the cost of a level of care specified for the waiver up to an amount specified by
the State. Complete Items B-2-b and B-2-c.

The limit specified by the State is (select one)
A level higher than 100% of the institutional average.
Specify the percentage :I:I
Other

Specify:

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses entrance to the waiver to any
otherwise eligible individual when the State reasonably expects that the cost of the home and community-based
services furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver.
Complete Items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to any otherwise
qualified individual when the State reasonably expects that the cost of home and community-based services
furnished to that individual would exceed the following amount specified by the State that is less than the cost of
a level of care specified for the waiver.

Specify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of
waiver participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the State is (select one):

The following dollar amount:

Specify dollar amount:l:l

The dollar amount (select one)

Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:

May be adjusted during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

The following percentage that is less than 100% of the institutional average:

Specify percent:l:l

Other:

Specify:

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/35/print/PrintSelector.jsp 7/20/2015



Application for 1915(c) HCBS Waiver: Draft [A.011.05.01 - Jan 01, 2016 Page 33 of 272

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and
welfare can be assured within the cost limit:

c. Participant Safeguards. When the State specifies an individual cost limit in Item B-2-a and there is a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in an
amount that exceeds the cost limit in order to assure the participant's health and welfare, the State has established the
following safeguards to avoid an adverse impact on the participant (check each that applies):

The participant is referred to another waiver that can accommodate the individual's needs.

Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated
participants who are served in each year that the waiver is in effect. The State will submit a waiver amendment to
CMS to modify the number of participants specified for any year(s), including when a modification is necessary due
to legislative appropriation or another reason. The number of unduplicated participants specified in this table is basis
for the cost-neutrality calculations in Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Year 1 203 |
Year 2 368 |
Vears s
Year 4 fa04 |

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number
of participants specified in Item B-3-a, the State may limit to a lesser number the number of participants who will be
served at any point in time during a waiver year. Indicate whether the State limits the number of participants in this
way: (select one):
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The State does not limit the number of participants that it serves at any point in time during a
waiver year.

® The State limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Yea Maximum Number of Participants
tver Xear Served At Any Point During the Year
Year 1 12912
Year 2 12912
Year 3 12912
Year 4 12912
Year 5 12912

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to
individuals experiencing a crisis) subject to CMS review and approval. The State (select one):

Not applicable. The state does not reserve capacity.

® The State reserves capacity for the following purpose(s).
Purpose(s) the State reserves capacity for:

Purposes

Residential Based Supported Community Living
ICF/ID (including MFP) transition

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):
Residential Based Supported Community Living
Purpose (describe):

Within the ID waiver program, services may be provided to children outside of the parental

home. This program is called the Residential Based Supported Community Living (RB-SCL)
services. Services are provided in licensed Residential Care Facilities for Children with Intellectual
Disabilities (RCF/ID) that are licensed by the Iowa Department of Inspections and Appeals. The 72
slots are separate from the 100 reserved capacity slots for children. The RB-SCL program is designed
for children under the age of 18 that receive services outside of the family home in a licensed
residential care facility for children with Intellectual Disabilities (RCF/ID).

Describe how the amount of reserved capacity was determined:
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Seventy-two (72) slots have been reserved for use in the RBSCL program based on fiscal analysis and
services needs

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 72
Year 2 72
Year 3 72
Year 4 72
Year 5 72

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):
ICF/ID (including MFP) transition
Purpose (describe):

The state reserves 125 slots each year (see numbers below) for use by participants living in an ICF/ID
who choose to access services in the ID waiver program. This is an increase of 25 slots annually to
accommodate participants moving from ICF/ID's with assistance from the Money Follows the Person
(MFP) grant currently operating in Iowa. Slots are available for use by any eligible person for the ID
waiver program that currently resides in an ICF/ID, has lived there for at least six months, and
chooses the ID waiver program over institutional services.

Once the reserved capacity slot is accessed by a participant leaving an institution, the slot is not
available to anyone else during the current waiver year. The ICF/ID reserved capacity slot will revert
back into the pool of available ICF/ID reserved capacity slots at the end of the ID waiver year, ending
June 30 each year. This will assure that no more than 125 slots are used in any given year and will
assure that 125 slots are available annually. Once the participant gets on the ID waiver, they are
included in the annual participant count towards the total numbers served and unduplicated participant
count identified in Appendix B-3 sections a. & b.

Describe how the amount of reserved capacity was determined:

The 125 slots were based on anticipated movement of consumers moving from ICF's/ID to
community based settings. This is an increase of 25 slots annually from the previous waiver

approval. During the next five years, it is anticipated that the additional slots may be needed to
accommodate members moving to the community from ICF's/ID due to the Money Follows the
Person (MFP) grant. The additional slots are being requested during the years that the MFP grant is in
place.

The MFP grant allows members living within an ICF/ID to move to community based services funded
through the ID waiver. It is anticipated that during the five years of the MFP grant that 589
participants will move from ICF's/MR to the ID waiver program. The MFP grant funds the first 365
days of services provided in the community. After the first year, the participant will apply for and
receive funding through the ID waiver. The ICF/ID reserved capacity slots are intended to assure that
participants living in ICF's/ID have slots available to make the transition to the community and
continued funding through the ID waiver program after MFP funding ends.

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
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Waiver Year Capacity Reserved
Year 1 125
Year 2 125
Year 3 125
Year 4 125
Year 5 125

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are

served subject to a phase-in or phase-out schedule (select one):

® The waiver is not subject to a phase-in or a phase-out schedule.

The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to
Appendix B-3. This schedule constitutes an intra-year limitation on the number of participants who

are served in the waiver.
e. Allocation of Waiver Capacity.

Select one:

® Waiver capacity is allocated/managed on a statewide basis.

Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate
capacity and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity
among local/regional non-state entities:

f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the

waiver:

Per Iowa Code 441-83.61(4), if no waiver slot is available, DHS enters applicants on the ID waiver waiting list and

DHS assesses each applicant to determine the applicant’s priority need.

Emergency need criteria are as follows:

- The usual caregiver has died or is incapable of providing care, and no other caregivers are available to provide

needed supports.

- The applicant has lost primary residence or will be losing housing within 30 days and has no other housing options

available.

- The applicant is living in a homeless shelter and no alternative housing options are available.
- There is founded abuse or neglect by a caregiver or others living within the home of the applicant, and the

applicant must move from the home.

- The applicant cannot meet basic health and safety needs without immediate supports.

Urgent need criteria are as follows:

- The caregiver will need support within 60 days in order for the applicant to remain living in the current situation.

- The caregiver will be unable to continue to provide care within the next 60 days.

- The caregiver is 55 years of age or older and has a chronic or long-term physical or psychological condition that

limits the ability to provide care.

- The applicant is living in temporary housing and plans to move within 31 to 120 days.
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- The applicant is losing permanent housing and plans to move within 31 to 120 days.

- The caregiver will be unable to be employed if services are not available.

- There is a potential risk of abuse or neglect by a caregiver or others within the home of the applicant.

- The applicant has behaviors that put the applicant at risk.

- The applicant has behaviors that put others at risk.

- The applicant is at risk of facility placement when needs could be met through community-based services.

Applicants who meet an emergency need criterion shall be placed on the priority waiting list based on the total
number of emergency need criteria that are met. If applicants meet an equal number of criteria, the position on the
waiting list shall be based on the date of application and the age of the applicant. The applicant who has been on the
waiting list longer shall be placed higher on the waiting list. If the application date is the same, the older applicant
shall be placed higher on the waiting list.

Applicants who meet an urgent need criterion shall be placed on the priority waiting list after applicants who meet
emergency need criteria. The position on the waiting list shall be based on the total number of urgent need criteria
that are met. If applicants meet an equal number of criteria, the position on the waiting list shall be based on the date
of application and the age of the applicant. The applicant who has been on the waiting list longer shall be placed
higher on the waiting list. If the application date is the same, the older applicant shall be placed higher on the waiting
list.

Applicants who do not meet emergency or urgent need criteria shall be placed lower on the waiting list than the
applicants meeting urgent need criteria, based on the date of application. If the application date is the same, the older
applicant shall be placed higher on the waiting list.

Applicants shall remain on the waiting list until a payment slot has been assigned to them for use, they withdraw
from the list, or they become ineligible for the waiver. If there is a change in an applicant’s need, the applicant may
contact the local department office and request that a new assessment be completed. The outcome of the assessment
shall determine placement on the waiting list.

To maintain the approved number of members in the program, persons shall be selected from the waiting list as
payment slots become available, based on their priority order on the waiting list. Once a payment slot is assigned,
the department shall give written notice to the person within five working days. The department shall hold the
payment slot for 30 days for the person to file a new application. If an application has not been filed within 30 days,
the slot shall revert for use by the next person on the waiting list, if applicable. The person originally assigned the
slot must reapply for a new slot.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

1. State Classification. The State is a (select one):
® §1634 State
SSI Criteria State
209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one):

No
® Yes

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/35/print/PrintSelector.jsp 7/20/2015



Application for 1915(c) HCBS Waiver: Draft [A.011.05.01 - Jan 01, 2016 Page 38 of 272

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible
under the following eligibility groups contained in the State plan. The State applies all applicable federal financial
participation limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42
CFR §435.217)

Low income families with children as provided in §1931 of the Act
| SSI recipients
Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
| Optional State supplement recipients
Optional categorically needy aged and/or disabled individuals who have income at:

Select one:

100% of the Federal poverty level (FPL)
% of FPL, which is lower than 100% of FPL.

Specify percentage:l:l

| Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in

§1902(a)(10)(A)(ii)(XIII)) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as
provided in §1902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)
Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134

eligibility group as provided in §1902(e)(3) of the Act)
Medically needy in 209(b) States (42 CFR §435.330)
Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
| Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the
State plan that may receive services under this waiver)

Specify:

* Parents and other caretaker relatives specified at 435.110
* Pregnant women specified at 435.116
* Children specified at 435.118

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

No. The State does not furnish waiver services to individuals in the special home and community-based
waiver group under 42 CFR §435.217. Appendix B-5 is not submitted.

® Yes. The State furnishes waiver services to individuals in the special home and community-based waiver
group under 42 CFR §435.217.

Select one and complete Appendix B-5.

All individuals in the special home and community-based waiver group under 42 CFR §435.217

@ Only the following groups of individuals in the special home and community-based waiver group
under 42 CFR §435.217

Check each that applies:

| A special income level equal to:

Select one:
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® 300% of the SSI Federal Benefit Rate (FBR)
A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: I:I

A dollar amount which is lower than 300%.

Specify dollar amount:
Aged, blind and disabled individuals who meet requirements that are more restrictive than the

SSI program (42 CFR §435.121)
Medically needy without spenddown in States which also provide Medicaid to recipients of SSI

(42 CFR §435.320, §435.322 and §435.324)
Medically needy without spend down in 209(b) States (42 CFR §435.330)

Aged and disabled individuals who have income at:
Select one:

100% of FPL
% of FPL, which is lower than 100%.

Specify percentage amount:
Other specified groups (include only statutory/regulatory reference to reflect the additional
groups in the State plan that may receive services under this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine
eligibility for the special home and community-based waiver group under 42 CFR §435.217:

Note: For the five-year period beginning January 1, 2014, the following instructions are mandatory. The following

box should be checked for all waivers that furnish waiver services to the 42 CFR §435.217 group effective at any

point during this time period.

| Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals

with a community spouse for the special home and community-based waiver group. In the case of a
participant with a community spouse, the State uses spousal post-eligibility rules under §1924 of the Act.
Complete Items B-5-¢ (if the selection for B-4-a-i is SSI State or §1634) or B-5-f (if the selection for B-4-a-i is
209b State) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time
periods before January 1, 2014 or after December 31, 2018.

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018 (select

one).

® Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group.

In the case of a participant with a community spouse, the State elects to (select one):

@) Use spousal post-eligibility rules under §1924 of the Act.
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(Complete Item B-5-b (SSI State) and Item B-5-d)

Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-5-b (SSI State). Do not complete Item B-5-d)

Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The State uses regular
post-eligibility rules for individuals with a community spouse.

(Complete Item B-5-b (SSI State). Do not complete Item B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
b. Regular Post-Eligibility Treatment of Income: SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse
who is not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver
services is reduced by the amount remaining after deducting the following allowances and expenses from the waiver
participant's income:

i. Allowance for the needs of the waiver participant (select one):

The following standard included under the State plan

Select one:

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons

(select one):

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%

Specify the percentage:l:l

A dollar amount which is less than 300%.

Specify dollar amount:l:l

A percentage of the Federal poverty level

Specify percentage:l:l

Other standard included under the State Plan

Specify:

The following dollar amount

Specify dollar amount:l:l If this amount changes, this item will be revised.

The following formula is used to determine the needs allowance:

Specify:
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® Other

Specify:

The following formula is used to determine the needs allowance: 300% of the SSI benefit and for
participants who have a medical assistance income trust (Miller Trust) an additional $10 (or higher if
court ordered) to pay for administrative costs.

DHS determines patient liability. For managed care enrollees with a patient liability, DHS will
communicate to the MCO the amount of each member's liability. Members will be responsible for
remitting their patient liability to their waiver providers. The MCO reduces its payment for a member's
waiver services up to the amount of the patient liability.

The capitation rates calculated for MCOs includes a long-term services and supports (LTSS) component
which is a blend of institutional services and home and community based services (HCBS). When
capitation rates were developed, the LTSS component was calculated with consideration given to patient
liability as a possible source of funds used to pay a portion of the services provided through the

waiver. For both the institutional and HCBS component of the rate, the average patient liability was
subtracted. Therefore, the MCOs are paid net of the average patient liability.

ii. Allowance for the spouse only (select one):

® Not Applicable

The state provides an allowance for a spouse who does not meet the definition of a community
spouse in §1924 of the Act. Describe the circumstances under which this allowance is provided:

Specify:

Specify the amount of the allowance (select one):

SSI standard

Optional State supplement standard
Medically needy income standard
The following dollar amount:

Specify dollar amount:l:l If this amount changes, this item will be revised.

The amount is determined using the following formula:

Specify:

iii. Allowance for the family (select one):

Not Applicable (see instructions)
® AFDC need standard

Medically needy income standard

The following dollar amount:

Specify dollar amount:l:l The amount specified cannot exceed the higher of the need standard
for a family of the same size used to determine eligibility under the State's approved AFDC plan or the
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medically needy income standard established under 42 CFR §435.811 for a family of the same size. If
this amount changes, this item will be revised.

The amount is determined using the following formula:

Specify:

Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 §CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver
participant, not applicable must be selected.

® The State does not establish reasonable limits.
The State establishes the following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it
determines the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly
income a personal needs allowance (as specified below), a community spouse's allowance and a family allowance as
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specified in the State Medicaid Plan. The State must also protect amounts for incurred expenses for medical or
remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one):
SSI standard
Optional State supplement standard
Medically needy income standard
The special income level for institutionalized persons
A percentage of the Federal poverty level

Specify percentage:l:l

The following dollar amount:

Specify dollar amount:l:l If this amount changes, this item will be revised

® The following formula is used to determine the needs allowance:
Specify formula:

300% of the SSI benefit and for consumers who have a medical assistance income trust (Miller Trust) an
additional $10 (or higher if court ordered) to pay for the administration fees.

Other

Specify:

ii. If the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR
§435.735, explain why this amount is reasonable to meet the individual's maintenance needs in the
community.

Select one:

® Allowance is the same
Allowance is different.

Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 CFR §435.726:

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

Not Applicable (see instructions)Note: If the State protects the maximum amount for the waiver
participant, not applicable must be selected.
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® The State does not establish reasonable limits.
The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-b also apply to B-5-e.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. There is
deducted from the participant's monthly income a personal needs allowance (as specified below), a community
spouse's allowance and a family allowance as specified in the State Medicaid Plan. The State must also protect
amounts for incurred expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selections in B-5-d also apply to B-5-g.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(c), the State provides for an evaluation (and periodic reevaluations) of the need for the
level(s) of care specified for this waiver, when there is a reasonable indication that an individual may need such services in
the near future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the State's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be

determined to need waiver services is:

ii. Frequency of services. The State requires (select one):
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The provision of waiver services at least monthly
® Monthly monitoring of the individual when services are furnished on a less than monthly basis

If the State also requires a minimum frequency for the provision of waiver services other than monthly
(e.g., quarterly), specify the frequency:

HCBS waiver services must be accessed at least once every calendar quarter by the participant.

As part of the ID waiver service, the equivalent of targeted case management is required for each
participant, regardless of delivery system. Service workers, case managers, health home coordinators,
and community-based case managers are required to make monthly contacts, either face to face or
telephonic, regarding each member in order to establish access to services and to ensure the authorized
services are provided as outlined in the participant’s service plan to ensure the participant’s health,
safety and welfare. Service workers, case managers, health home coordinators, and community-based
case managers are additionally required to make face-to-face contact with the member once per quarter.
b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

Directly by the Medicaid agency
By the operating agency specified in Appendix A
By an entity under contract with the Medicaid agency.

Specify the entity:

® Other
Specify:

The IME MSU is responsible for determining the initial level of care evaluation for waiver enrollment with the
input of the service worker, case manager, health home coordinator, community-based case manager, medical
professional, and other appropriate professionals. For fee-for-service participants, the reevaluation is also
conducted by the IME MSU. MCOs are responsible for reevaluations of their members. The IME MSU
reviews and approves all reevaluations that indicate a change in the member’s level of care. MCOs are
responsible for developing and implementing policies and procedures for ongoing identification of members
who may be eligible for waiver services. Upon identification the MCO completes the initial level of care
assessment with the IME MSU maintaining final review and approval authority.
c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

Medical professionals (i.e., licensed physician, physician assistant or advanced registered nurse practitioner) perform
the initial evaluation. The IME requires that individuals making level of care determinations be licensed registered
nurses.

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the State's level of care instrument/tool.
Specify the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of
care criteria and the level of care instrument/tool are available to CMS upon request through the Medicaid agency or
the operating agency (if applicable), including the instrument/tool utilized.

IME Medical Services uses the Form 470-4694, Case Management Comprehensive Assessment Tool in conjunction
with the Long Term Care ICF/ID criteria, which reviews the entire body system to specify a level of care. Areas of
review include: (1) ambulation/mobility; (2) musculoskeletal-disability/paralysis; (3) activities of daily living; (4)
elimination; (5) eating skills; (6) sensorimotor; (7) intellectual/vocational; (8) social (9) maladaptive behaviors; (10)
healthcare; and (11) psycho-social.

e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level
of care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

The same instrument is used in determining the level of care for the waiver and for institutional care
under the State Plan.
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®) A different instrument is used to determine the level of care for the waiver than for institutional care
under the State plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and
explain how the outcome of the determination is reliable, valid, and fully comparable.

The Long Term Care ICF/ID criteria are the same criteria used to evaluate both waiver and institutional level of
care. The Form 470-4694, Case Management Comprehensive Assessment Tool currently used for ID waiver
services identifies care needs in the home setting that are not the same for the institutional setting. The tool
gathers consumer specific information relating to a participant’s medical and physical health, mental health,
behavioral and substance use, housing and environment, social skills, transportation needs, education, and
vocational skills. This tool is comprehensive and assesses strengths and needs of the participant and gathers
information above and beyond what is needed to determine hospital level of care. Within each of the
assessment sections, the assessment answers specific questions and allows for comments to be included within
the assessment. IME Medical Services may request additional information from the service worker, case
manager, health home coordinator or community-based case manager to clarify or supplement the information
submitted with the assessment. The results of the assessment are used to develop the plan of care. Because the
same criteria are used for both institutional care and waiver services, the outcome is reliable, valid and fully
comparable.

Effective July 1, 2014, the Supports Intensity Scale (SIS) will be used to assess participants accessing the ID
waiver. The SIS is a unique, scientific assessment tool specifically designed to measure the level of practical
supports required by people with intellectual disabilities to lead normal, independent, and quality lives in
society. The use of the SIS with ID waiver participants will be transitioned in over a two year time period with
approximately 1/2 of the adult population being assessed using the SIS each year. The SIS must be completed
for each participant once in a three year time period. During the two "off" years, a core standardized assessment
(CSA) tool will be used for the annual CSR. A request for proposal has been issued to establish a contract to
implement the use of the SIS for the ID waiver. A new CSA, to be determined by the new contractor in the
future, will be used for the annual CSR. The SIS is for use with adults with intellectual disabilities. A SIS for
children is being piloted and it is anticipated it will be ready for use in 2015. Until such time the new CSA will
be used for the annual CSR for children.
f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for
evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs
from the evaluation process, describe the differences:

An initial evaluation is initiated by a State income maintenance worker and participant/family member, or service
worker, and sent to the participant/guardian. The participant/guardian is responsible for meeting with a medical
professional (i.e., MD, PA, APN) to complete the level of care evaluation. The medical professional then completes
the level of care evaluation and submits it via fax to the IME MSU. The IME MSU is responsible for determining
the level of care based on the completed evaluation tool and supporting documentation from the medical
professional.

The Continued Stay Review (CSR) is completed annually and uses the same assessment tool as is used with the
initial level of care determination. It is the responsibility of the service worker, case manager, health home
coordinator, or community-based case manager to assure the assessment is initiated as required to complete the

CSR. For fee-for-service participants, the ISIS system sends out a milestone 60 days prior to the CSR date to remind
service workers, case manager, and health home coordinators of the upcoming annual LOC process.

MCOs are responsible for conducting level of care reevaluations for members, using DHS designated tools, at least
annually, and when the MCO becomes aware that the member’s functional or medical status has changed in a way
that may affect level of care eligibility. Additionally, any member or provider can request a reevaluation at any
time. Once the reevaluation is complete, the MCO submits the level of care or functional eligibility information via
fax to the IME MSU. The State retains authority for determining Medicaid categorical, financial, level of care or
needs-based eligibility and enrolling participants into a Medicaid eligibility category. MCOs track and report level
of care and needs-based eligibility reevaluation data, including, but not limited to, reevaluation completion date.

g. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

Every three months
Every six months
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® Every twelve months

Other schedule
Specify the other schedule:

h. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

® The qualifications of individuals who perform reevaluations are the same as individuals who perform
initial evaluations.

The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that the State
employs to ensure timely reevaluations of level of care (specify):

Reevaluations of fee-for-service participants are tracked in the DHS Individualized Services Information System
(ISIS). A reminder is sent out to the service worker, case manager, or health home coordinator for the evaluation 60
days before the reevaluation is due. A CSR report is available through ISIS to track if reevaluations are overdue and
is monitored by Medical Services, the Bureau of Long Term Care (BLTC), and IME. MCOs are responsible for
recording timely completion of level of care reevaluations of members. One hundred percent (100%) of member
level of care reevaluations must be completed within twelve (12) months of the previous evaluation. The LOC
contractor reports monthly, quarterly and annually on the timeliness of the initial and annual reevaluations
completed. DHS reserves the right to audit MCO application of level of care criteria to ensure accuracy and
appropriateness.

Should MCO reevaluations not be completed in a timely manner, DHS may require corrective action(s) and
implement intermediate sanctions in accordance with 42 CFR 438, Subpart I. The nature of the corrective action(s)
will depend upon the nature, severity and duration of the deficiency and repeated nature of the non-compliance. The
non-compliance corrective actions may be instituted in any sequence and include, but are not limited to, a written
warning, formal corrective action plan, withholding of full or partial capitation payments, suspending auto-
assignment, reassigning an MCO’s membership and responsibilities, appointing temporary management of the
MCO’s plan, and contract termination. In the event of non-compliance with reevaluation timelines, the MCO must:
(1) immediately remediate all individual findings identified through its monitoring process; (ii) track and trend such
findings and remediation to identify systemic issues of marginal performance and/or non-compliance; (iii)
implement strategies to improve community-based case management processes and resolve areas of non-compliance
or member dissatisfaction; and (iv) measure the success of such strategies in addressing identified issues.

j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the State assures that written
and/or electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum
period of 3 years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and
reevaluations of level of care are maintained:

Evaluation documents for initial LOC determinations, and reevaluation documents exhibiting a change in LOC, are
faxed to the IME MSU regardless of delivery system (i.e., FFS participants and MCO members) and placed in
“OnBase.” OnBase is the system that stores documents electronically and establishes workflow. In addition, the
waiver participant’s service worker, case manager, health home coordinator, or community-based case manager is
responsible for service coordination for each participant. These providers maintain a working case file for each
member and must maintain the records for a period of five years from the date of service. The case file includes all
assessments, both initial and ongoing, completed during the time the participant was receiving waiver

services. MCOs also maintain electronic case management systems that are used to capture and track all evaluations
and reevaluations.

Appendix B: Evaluation/Reevaluation of Level of Care

Quality Improvement: Level of Care
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As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for

evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a
hospital, NF or ICF/IID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable
indication that services may be needed in the future.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State
to analyze and assess progress toward the performance measure. In this section provide information
on_the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriate.

Performance Measure:
LC-1a: Number and percent of members that have a valid level of care
assessment completed prior to receipt of waiver services. Numerator: # of valid

level of care assessments made prior to receipt of waiver services Denominator: #
of level of care assessments.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

The data informing this performance measure is pulled from ISIS and MCO
data. Reports are pulled and data is inductively analyzed at a 100% level.
Conclusions are made based on data that is pulled.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
| State Medicaid Weekly v 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity | Quarterly Representative
Sample
Confidence
Interval =
| Other Annually Stratified
Specify: Describe
MCO Group:
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Continuously and Other
Ongoing Specify:
Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):
| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity | Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State
to analyze and assess progress toward the performance measure. In this section provide information
on_the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriate.

Performance Measure:
LC-1b: Number and percent of level of care determinations completed within 12
months of their initial evaluation or last annual evaluation. Numerator: # of level

of care assessments made within 12 months of previous assessment Denominator:
# of level of care re-assessments due.

Data Source (Select one):
Other
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If 'Other’ is selected, specify:

The data informing this performance measure is ISIS data and MCO data.
Reports are pulled and data is inductively analyzed at a 100% level. Conclusions
are made based on the data that is pulled.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
| State Medicaid Weekly | 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity | Quarterly Representative
Sample
Confidence
Interval =
| Other Annually Stratified
Specify: Describe
MCO Group:
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):
| State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity | Quarterly

Other Annually

Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

c. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on _the aggregated data that will enable the State
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriate.

Performance Measure:

LC-1c: Number and percent of initial level of care determinations made for which
criteria were accurately and appropriately applied for the determination.
Numerator: # of accurate initial level of care determinations Denominator: # of
initial level of care determinations.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

The Medical Services Unit performs internal quality reviews on the level of care
determinations that have been made. Data is reported on a quarterly basis and

conclusions are reached inductively.

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly | Less than 100%

Review

Sub-State Entity

| Quarterly

| Representative

Sample
Confidence

Interval =
5%

| Other
Specify:
Contracted entity

Annually

Stratified

Describe
Group:

Continuously and
Ongoing

Other
Specify:
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Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):
| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity | Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

LC-2c: Number and percent of reevaluation of level of care determinations for
which criteria were accurately and appropriately applied for the determination.
Numerator = # of accurate level of care determinations at reevaluation
Denominator = # of level of care determinations at reevaluation.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

The Medical Services Unit performs internal quality reviews on the LOC
determinations that have been made. Data is reported by IME and MCOs
quarterly and conclusions are reached inductively.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly | Less than 100%
Review
Sub-State Entity | Quarterly | Representative
Sample
Confidence
Interval =
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5%
| Other Annually Stratified
Specify: Describe
Contracted entity Group:
and MCOs
Continuously and Other
Ongoing Specify:
Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):
| State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity | Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

Data is collected quarterly through reports generated on ISIS and MCO data. Data is inductively analyzed at
a 100% level. This data is monitored for trends in procedural standards from an individual and systems
perspective.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The state's Individualized Services Information System (ISIS) is programmed to provide warnings when
service plans are attempted to be entered prior to an initial or annual level of care determination. The
programming was also intended to prevent service plans from being developed prior to the level of care
determinations but it has been identified that there is a cushion of time (60 days) in which the case manager
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may enter in service plan revisions/extensions beyond the level of care due date. Action is being taken to

investigate and remediate this issue.

The state's Medical Services Unit performs internal quality reviews of initial and annual level of care
determinations to ensure that the proper criteria are applied. In instances when it is discovered that this has

not occurred the unit recommends that the service worker take steps to initiate a new level of care

determination through communication with the member and physician.
General methods for problem correction at a systemic level include informational letters, provider trainings,
collaboration with stakeholders and changes in policy.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and analysis
(check each that applies):

| State Medicaid Agency

Weekly

Operating Agency

Monthly

Sub-State Entity

 Quarterly

/| Other

Specify:
Contracted Entity including MCO

Annually

Continuously and Ongoing

Other
Specify:

¢. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

® No
Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility

B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of
care for this waiver, the individual or his or her legal representative is:

i. informed of any feasible alternatives under the waiver, and
ii. given the choice of either institutional or home and community-based services.

a. Procedures. Specify the State's procedures for informing eligible individuals (or their legal representatives) of the
feasible alternatives available under the waiver and allowing these individuals to choose either institutional or waiver
services. Identify the form(s) that are employed to document freedom of choice. The form or forms are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

DHS is dedicated to serving individuals in the communities of their choice within the resources available and to
implementing the United States Supreme Court’s mandate in Olmsted v. L.C. As such, services are provided in a

manner that facilitates maximum community placement and participation for members that require LTSS.

In accordance with 42 CFR 441.301 and the lowa Administrative Code 441-90.5(1)b and 441-83, service plans must
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reflect the services and supports that are important for the participant to meet the needs identified through the needs
assessment, as well as what is important to the participant with regard to preferences for the delivery of such services
and supports. The service plan, developed through a “person-centered” planning process, must reflect the
participant’s needs and preferences and how those needs will be met by a combination of covered services and
available community supports.

The person-centered process is holistic in addressing the full array of medical and non-medical services and supports
to ensure the maximum degree of integration and the best possible health outcomes and participant

satisfaction. Moreover, participants are given the necessary information and support to ensure their direction of the
process to the maximum extent possible, and to empower them to make informed choices and decisions regarding
the services and supports received.

During enrollment of fee-for-service participants, ISIS requires that service workers, case managers, and health
home coordinators attest to having offered a choice between HCBS or institutional services. If the choice is HCBS
services, the participant and/or representative will complete Part A Verification of HCBS Consumer Choice, on the
Home and Community Based Services Assessment or Reassessment form. MCO community case managers are
required ensure that members are offered choice according to their respective MCO processes and forms, which are
reviewed and approved by DHS.

Further, there are waiver informational brochures available to share with participants and their
parents/guardians. Brochures are available at each of the DHS county offices. Information is also available on the
IME and MCO websites. The brochures include information on eligibility, service descriptions, and the application
process. Once a participant begins the enrollment process and has a service worker, case manager, health home
coordinator, or community-based case manager assigned, a more detailed review of services and providers that are
available in the area occurs as part of the planning process for developing a participant’s plan of care.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of
Choice forms are maintained for a minimum of three years. Specify the locations where copies of these forms are
maintained.

Freedom of Choice forms for fee-for-service participants is documented in participant service plans and in

ISIS. MCOs are responsible for maintaining records that fully disclose the extent of services provided to members
for a minimum of seven years, and must furnish such information to duly authorized and identified agents or
representatives of the state and federal governments.

Appendix B: Participant Access and Eligibility

B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the State uses to provide meaningful
access to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services
"Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination
Affecting Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):

Iowa DHS adopts the policy as set forth in Title VI of the Civil Rights Act prohibiting national origin discrimination as it
affects people with limited English proficiency. DHS shall provide for communication with people with limited English
proficiency, including current and prospective patients or clients, family members and participants to ensure them an equal
opportunity to benefit from services. DHS has developed policies and procedures to ensure meaningful access for people
with limited English proficiency. This includes procedures to:

-Identify the points of contact where language assistance is needed.

-Identify translation and interpretation resources, including their location and their availability.

-Arrange to have these resources available in timely manner.

-Determine the written materials and vital documents to be translated, based on the populations with limited English
proficiency and ensure their transition.

-Determine effective means for notifying people with limited English proficiency of available translation services available
at no cost.

-Train department staff on limited English proficiency requirements and ensure their ability to carry them out.

-Monitor the application of these policies on at least an annual basis to ensure ongoing meaningful access to services.

All applications and informational handouts are printed in Spanish. In addition, the contract with IME Member Services
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requires that a bilingual staff person be available to answer all telephone calls, emails and written inquires. They also work
with interpreters if another spoken language is needed. All local DHS offices have access to a translator if a bilingual staff
person is not available. DHS includes this policy as part of their Policy on Nondiscrimination that can be found in the DHS
Title I General Departmental Procedures in the Department Employee Manual.

Locally, each county DHS office utilizes the resources that are available to them. For example, in larger metropolitan areas,
local offices have staff that is fluent in Spanish, Bosnian, and Southeastern Asian languages. Some offices utilize
translators from DHS Refugee Services. Other areas of the state have high Russian populations and access the translators in
the area. All county offices have access to the Language Line service where they may place a telephone call and request a
translator when one is not available at the local office. Medicaid beneficiaries may call the IME Member Services unit with
any questions relating to Medicaid, including waiver services. Member Services has translation capabilities similar to the
local DHS offices and uses the Language Line to address any language when Member Services does not have an interpreter
on staff.

MCOs must conform to DHS policies regarding meaningful access to the waiver by limited English proficient persons, and
to deliver culturally competent services in accordance with 42 CFR 438.206.

-MCOs must provide language services at no cost to limited English proficiency members, and all written materials shall be
provided in English and Spanish, as well as any additional prevalent languages identified by the State or through an analysis
of member enrollment (i.e., any language spoken by at least five percent (5%) of the general population in the MCO’s
service area).

-MCOs must provide oral interpretation services free of charge to each member (this applies to all non-English languages,
and is not limited to prevalent languages), and MCOs must notify all members that oral interpretation and translated written
information is available and how to access those services. Written materials must include taglines in prevalent languages
regarding how to access materials in alternative languages.

-MCOs must ensure that service plans reflect cultural considerations of the member and that service plan development is
conducted by providing information in plain language and in a manner that is accessible to individuals with disabilities and
persons who are limited English proficient, consistent with 42 CFR 435.905(b).

-MCOs must operate member services helplines that are available to all callers, and an automated telephone menu options
must be made available in English and Spanish.

-MCOs must maintain member websites and mobile applications available in English and Spanish that are accessible and
functional via cell phone.

All MCO developed member communications, including substantive changes to previously approved communications, must
be approved by DHS prior to use/distribution.

Appendix C: Participant Services

C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Adult Day Care
Statutory Service Day Habilitation
Statutory Service Prevocational Services
Statutory Service Residential Based Supported Community Living
Statutory Service Respite
Statutory Service Supported Employment
Extended State Plan Service Home Health Aide Servies
Extended State Plan Service Nursing
Supports for Participant Direction Financial Management Services
Supports for Participant Direction Independent Support Broker
Supports for Participant Direction Individual Directed Goods and Services
Supports for Participant Direction Self Directed Community Support and Employment
Supports for Participant Direction Self Directed Personal Care
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Service Type Service
Other Service Consumer Directed Attendant Care (CDAC) - skilled
Other Service Consumer Directed Attendant Care (CDAC) - unskilled
Other Service Home and Vehicle Modification
Other Service Interim Medical Monitoring and Treatment
Other Service Monthly capitation payments
Other Service Personal Emergency Response or Portable Locator System
Other Service Supported Community Living
Other Service Transportation

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Type:
Statutory Service v
Service:
Adult Day Health v
Alternate Service Title (if any):
Adult Day Care
HCBS Taxonomy:
Category 1: Sub-Category 1:
N/
Category 2: Sub-Category 2:
N/
Category 3: Sub-Category 3:
N/
Category 4: Sub-Category 4:
N/

Service Definition (Scope):

Adult day care services provide an organized program of supportive care in a group environment to persons who
need a degree of supervision and assistance on regular or intermittent basis in a day care center. Supports
provided during day care would be ADLs and IADLs. Included are personal cares (ie: ambulation, toileting,
feeding, medications) or intermittent health-related cares, not otherwise paid under other waiver or state plan
programs.

Meals provided as part of these services shall not constitute a full nutritional day; each meal is to provide 1/3 of
daily dietary allowances.

Transportation is not a required element of adult day services but if the cost of transportation is provided and
charged to Medicaid, the cost of transportation must be included in the adult day health per diem.
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Adult day care does not cover therapies: OT, PT or speech.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

A unit of service is 15-minutes (up to 4 units per day), a half day (1.25 to 4 hours per day), a full day (4.25 to 8
hours per day) or an extended day (8.25 to 12 hours per day).

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category| Provider Type Title

Agency Adult Day Care Agencies

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Adult Day Care

Provider Category:

Agency WV

Provider Type:

Adult Day Care Agencies

Provider Qualifications
License (specify):

Certificate (specify):

Adult day care providers shall be agencies that are certified by the department of inspections and
appeals as being in compliance with the standards for adult day services programs at IAC
481—Chapter 70.

Other Standard (specify):

Providers must be:

(1) At least 18 years of age.

(2) Qualified by training

(3) Not the spouse or guardian of the member or a parent or stepparent of a member aged 17 or
under.

(4) Not the recipient of respite services paid through home- and community-based services on behalf
of a member who receives home- and community-based service.

The adult day service agency is responsible for ensuring that criminal background and abuse registry
checks are conducted prior to direct service provision.
Verification of Provider Qualifications
Entity Responsible for Verification:
The Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years
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Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service v
Service:
Day Habilitation v
Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1:
N/

Category 2: Sub-Category 2:
N/

Category 3: Sub-Category 3:
N/

Category 4: Sub-Category 4:
N/

Service Definition (Scope):

Day Habilitation means Provision of regularly scheduled activities such as assistance with acquisition, retention,
or improvement in self-help, socialization and adaptive skills that enhance social development and develop
skills in performing activities of daily living and community living. Activities and environments are designed
to foster the acquisition of skills, building positive social behavior and interpersonal competence, greater
independence and personal choice. Services are furnished consistent with the participant’s person-centered
plan. Day habilitation services focus on enabling the participant to attain or maintain his or her maximum
potential and shall be coordinated with any needed therapies in the individual’s person-centered services and
supports plan, such as physical, occupational, or speech therapy.

Day habilitation services are not limited to fixed-site facilities. Day habilitation may be furnished in a variety of
settings in the community other than the person’s private residence. For members living in a residential care
facility, Day Hab services provided in the facility are not considered to be provided in the member's

home. Services provided in a residential care facility setting must be provided separate from the participant’s
private residence or other residential living arrangements.

When transportation is provided between the participants’ place of residence and the Day Habilitation service
site(s) and is provided as a component part of this service, the cost of transportation is included in the rate paid
to providers of day habilitation services.

Day habilitation services may include training families in treatment and support methodologies or in the care

and use of equipment. Family training may be provided in the member’s home. Transportation provided to
and from a member’s place of residence is not a required component of Day Habilitation.
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The first line of prevention of duplicative billing for similar types of day programs (Day Habilitation, pre-
vocational, supported employment and Adult day care) is the member's case manager. The case manager is
responsible for the authorization and monitoring of services in a member’s plan of care. If the case manager
authorizes similar services during the same time period, they are responsible to assure that the services are being
delivered as authorized. The ISIS system generates a review report to assist the case manager. The report
identifies all services that have been billed for a specific time period (ex. one month). The case manager is able
to view the service billed to the individual member, the amount of the service billed and the provider. The case
manager is able to compare what has been billed by the provider to what is ordered in the plan of care. The
department also conducts post audit reviews of providers to review the billing of providers to assure that the
services provided have documentation to support the billing.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

A unit of service may be a 15- minute unit or a full day (4.25 to 8 hours). For the family training option, a unit
of service is a 15 minute unit. The units of family training option services are limited to a maximum of 40, 15-
minute units per month. Services may be provided in any community based setting, but not be provided in the
member's home, except when providing the family training component of day habilitation.

Meals provided as part of this service shall not constitute a full nutritional regimen of 3 meals per day.
Transportation provided to and from a member’s place of residence is not a required component of Day
Habilitation.

The individual budget limit will be based on the member's authorized service plan and the need for the services
available to be converted to the CCO budget.

Service Delivery Method (check each that applies):

| Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

| Legally Responsible Person
| Relative
| Legal Guardian

Provider Specifications:

Provider Category|Provider Type Title
Agency CQL Accredited
Agency CARF Accredited

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:

Agency WV

Provider Type:

CQL Accredited

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
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Agencies accredited by the Council on Quality and Leadership.
Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:

Agency WV

Provider Type:

CARF Accredited

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Agencies accredited by the Commission on Accreditation of Rehabilitation Facilities to provide

services that qualify as day habilitation pursuant to [owa Administrative Code 441- 78.41(14),
Verification of Provider Qualifications

Entity Responsible for Verification:

Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit

Frequency of Verification:

Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service v
Service:
Prevocational Services '
Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1:
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A\ 4

Category 2: Sub-Category 2:

A\ 4

Category 3: Sub-Category 3:

A\ 4

Category 4: Sub-Category 4:

A 4
Service Definition (Scope):
Prevocational Habilitation Services that provide learning and work experiences, including volunteer work,
where the individual can develop general, non-job-task-specific strengths and skills that contribute to
employability in paid employment in integrated community settings. Services are expected to occur over a
defined period of time and with specific outcomes to be achieved, as determined by the individual and his/her
service and supports planning team through an ongoing person-centered planning process.
Individuals receiving prevocational services must have employment-related goals in their person-centered
services and supports plan; the general habilitation activities must be designed to support such employment
goals. Competitive, integrated employment in the community for which an individual is compensated at or
above the minimum wage, but not less than the customary wage and level of benefits paid by the employer for
the same or similar work performed by individuals without disabilities is considered to be the optimal outcome
of prevocational services.
Prevocational services should enable each individual to attain the highest level of work in the most integrated
setting and with the job matched to the individual’s interests, strengths, priorities, abilities, and capabilities,
while following applicable federal wage guidelines. Services are intended to develop and teach general skills;
Examples include, but are not limited to: ability to communicate effectively with supervisors, co-workers and
customers; generally accepted community workplace conduct and dress; ability to follow directions; ability to
attend to tasks; workplace problem solving skills and strategies; general workplace safety and mobility training.
Participation in prevocational services is not a required pre-requisite for individual or small group supported
employment services provided under the waiver.
Prevocational Habilitation may be furnished in any of a variety of settings in the community other than the
person’s private residence, the provider administrative offices or other settings that have the effect of isolating
the member form the greater community.

When transportation is provided between the participants’ place of residence and the Prevocational Habilitation
service site(s)and is provided as a component part of this service, the cost of transportation is included in the
rate paid to providers of prevocational habilitation services.

Participation in prevocational services is not a required pre-requisite for individual or small group supported
employment services provided under the waiver. Many individuals, particularly those transitioning from school
to adult activities, are likely to choose to go directly into supported employment. Similarly, the evidence-based
Individual Placement and Support (IPS) model of supported employment for individuals with behavioral health
conditions emphasizes rapid job placement in lieu of prevocational services.

Documentation is maintained that the service is not available under a program funded under section 110 of the
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

The unit of service may be an hour or a full day (4.25 to 8 hours). The first line of prevention of duplicative
billing for similar types of day programs (Day Habilitation, pre-vocational, supported employment and Adult
day care) is the member's case manager. The case manager is responsible for the authorization and monitoring
of services in a member’s plan of care. If the case manager authorizes similar services during the same time
period, they are responsible to assure that the services are being delivered as ordered. The ISIS system generates
a review report to assist the case manager. The report identifies all services that have been billed for a specific
time period (ex. one month). The case manager is able to view the service billed to the individual member, the
amount of the service billed and the provider. The case manager is able to compare what has been billed by the
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provider to what is ordered in the plan of care. The department also conducts post audit reviews of providers to
review the billing of providers to assure that the services provided have documentation to support the billing.
The individual budget limit will be based on the member's authorized service plan and the need for the services
available to be converted to the CCO budget.

Service Delivery Method (check each that applies):

| Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

| Legally Responsible Person
| Relative
| Legal Guardian

Provider Specifications:

Provider Category|Provider Type Title
Agency CQL Accredited
Agency CARF Accredited

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Prevocational Services

Provider Category:

Agency WV

Provider Type:

CQL Accredited

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Providers accredited by the Council on Quality and Leadership.
Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four year

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Prevocational Services

Provider Category:
Agency WV
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Provider Type:

CARF Accredited

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Accredited by the Commission on Accreditation of Rehabilitation Facilities as a work adjustment
service provider or an organizational employment service provider.
Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service v
Service:
Residential Habilitation v
Alternate Service Title (if any):
Residential Based Supported Community Living

HCBS Taxonomy:

Category 1: Sub-Category 1:
A 4

Category 2: Sub-Category 2:
A 4

Category 3: Sub-Category 3:
A 4

Category 4: Sub-Category 4:
A 4

Service Definition (Scope):
Residential-based supported community living services are medical or remedial services provided to children
under the age of 18 while living outside their home in a residential-based living environment furnished by the
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residential-based supported community living service provider. The services eliminate barriers to family
reunification or develop self-help skills for maximum independence.

a. Allowable service components are the following:

(1) Daily living skills development. These are services to develop the child’s ability to function independently in
the community on a daily basis, including training in food preparation, maintenance of living environment, time
and money management, personal hygiene, and self-care.

(2) Social skills development. These are services to develop a child’s communication and socialization skills,
including interventions to develop a child’s ability to solve problems, resolve conflicts, develop appropriate
relationships with others, and develop techniques for controlling behavior.

(3) Family support development. These are services necessary to allow a child to return to the child’s family or
another less restrictive service environment. These services must include counseling and therapy sessions that
involve both the child and the child’s family at least 50 percent of the time and

that focus on techniques for dealing with the special care needs of the child and interventions needed to alleviate
behaviors that are disruptive to the family or other group living unit.

4) Counseling and behavior intervention services. These are services to halt, control, or reverse stress and social,
emotional, or behavioral problems that threaten or have negatively affected the child’s stability. Activities under
this service include counseling and behavior intervention with the child,

including interventions to ameliorate problem behaviors.

b. Residential-based supported community living services must also address the ordinary daily-living needs of
the child, excluding room and board, such as needs for safety and security, social functioning, and other
medical care.

c. Residential-based supported community living services do not include services associated with vocational
needs, academics, day care, Medicaid case management, other case management, or any other services that the
child can otherwise obtain through Medicaid.

d. Room and board costs are not reimbursable as residential-based supported community living services.

e. The scope of service shall be identified in the child’s service plan pursuant to 441—paragraph 77.37(23)“d.”
f. Residential-based supported community living services shall not be simultaneously reimbursed with other
residential services provided under an HCBS waiver or otherwise provided under the Medicaid program

Transportation services may be provided for consumers to conduct business errands and essential shopping, to
travel to and from work or day programs, and to reduce social isolation. Transportation to and from school are
not reimbursable under the RBSCL service

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

A unit of service is a day. The maximum number of units of residential-based supported community living
services available per child is 365 daily units per state fiscal year, except in a leap year when 366 daily units are
available.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

Legally Responsible Person

| Relative
Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Agency Foster care
Agency RCF/ID
Individual Certified Residential Based Supported Community Living Providers

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Statutory Service
Service Name: Residential Based Supported Community Living

Provider Category:
Agency WV
Provider Type:
Foster care
Provider Qualifications
License (specify):
Agencies licensed by the department as group living foster care facilities under lowa Administrative
Code 441—Chapter 114.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Residential Based Supported Community Living

Provider Category:
Agency WV
Provider Type:
RCF/ID
Provider Qualifications
License (specify):
Agencies licensed by the department as residential facilities for intellectually disabled children
under lowa Administrative Code 441—Chapter 116.
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
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Service Name: Residential Based Supported Community Living

Provider Category:
Individual Vv
Provider Type:
Certified Residential Based Supported Community Living Providers
Provider Qualifications
License (specify):

Certificate (specify):

Providers certified by the HCBS Quality Oversight Unit to provide Residential Based Supported
Community Living pursuant to lowa Administrative Code 441 - 77.37.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service v
Service:
Respite \
Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1:
A 4

Category 2: Sub-Category 2:
A 4

Category 3: Sub-Category 3:
A 4

Category 4: Sub-Category 4:
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A 4
Service Definition (Scope):
Respite care services are services provided to the member that give temporary relief to the usual caregiver and
provide all the necessary care that the usual caregiver would provide during that time period. The purpose of
respite is to enable the member to remain in the member's current living situation. Staff to member ratios shall
be appropriate to the member's needs as determined by the member’s interdisciplinary team. The
interdisciplinary team shall determine if the member shall receive basic individual respite, specialized respite or
group respite. Basic individual respite means respite provided on a staff-to-member ratio of one to one to
members without specialized needs requiring the care of a licensed registered nurse or licensed practical nurse;
group respite is respite provided on a staff to member ratio of less than one to one; specialized respite means
respite provide on a staff to member ratio of one to one to members with specialized medical needs requiring
the care, monitoring or supervision of a licensed registered nurse or licensed practical nurse.

The state of lowa allows respite services to be provided in variety of settings and by different provider
types. All respite services identified in Appendix J fall within the definition of basic, specialized or group
respite. For reporting purposes in Appendix J, the following provider types are listed as separate respite
service:

* Home Health Agency (HHA) may provide basic, group, and specialized respite

* Residential Care Facility for persons with Intellectual Disabilities (RCF/ID) may provide basic, group or
specialized respite

* Homecare and Non-Facility based providers may provide basic, group and specialized respite

* Hospital or Nursing Facility — skilled, may provide basic, group and specialized respite

* Organized Camping programs (residential weeklong camp, group summer day camp, teen camp, group
specialized summer day camp) may provide basic, group and specialized respite

* Child Care Centers may provide basic, group and specialized respite

* Nursing Facility may provide basic, group or specialized respite

* Intermediate Care facilities for persons with Intellectual Disabilities (ICF/ID) may provide basic, group or
specialized respite

The payment for respite is connected to the staff to member ratio. Respite care is not to be provided to persons
during the hours in which the usual caregiver is employed except when provided in a residential 24 hours camp
program.

Overlapping of services is avoided by the use of a case manager who manages all services and the entry into the
ISIS system. The case manager is required to check to make sure that EPSDT is used whenever possible for
children under the age of 21 before going to waiver services. Where there is a potential for overlap, services
must first be exhausted under IDEA or the Rehabilitation Act of 1973. Respite may be provided in the home,
camp setting, and nursing facility.

Federal Financial Participation is not claimed for the cost of room and board except when provided as part of
respite care furnished in a facility approved by the State that is not a private residence.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Services provided outside the member’s home, such as a licensed facility, shall not be reimbursable if the living
unit where the respite is provided is reserved for another person on a temporary leave of absence. Respite may
be provided in facilities (RCF/ID, ICF/ID etc.). This language is in the lowa Administrative Code for respite
services and is included in the renewal application to avoid the duplication of payment between Medicaid and
the facility. Facilities are paid for reserved bed days as part of the facility per diem payment rate. Facilities are
paid for days when the member is out of the facility for hospitalization, home visits, vacations, etc. ID waiver
funds cannot be used to pay for a person to stay in the facility in a bed that is being paid for as a reserved bed
day.

a. Staff-to-consumer ratios shall be appropriate to the individual needs of the member as determined by the
member’s interdisciplinary team.

b. A unit of service is a 15 minute unit.

c. Payment for respite services shall not exceed $7,262 per the member’s waiver year.

d. The service shall be identified in the member’s individual comprehensive plan.

e. Respite services shall not be simultaneously reimbursed with other residential or respite services, HCBS ID
waiver supported community living services, Medicaid or HCBS ID nursing, or Medicaid or HCBS ID home
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health aide services.

f. Respite care is not to be provided to persons during the hours in which the usual caregiver is employed except
when the member is attending a 24 hour residential camp. Respite cannot be provided to a member whose usual
caregiver is a consumer-directed attendant care provider for the member.

g. The interdisciplinary team shall determine if the member will receive basic individual respite, specialized
respite or group respite as defined in rule 441-83.60(249A).

h. A maximum of 14 consecutive days of 24-hour respite care may be reimbursed.

i. Respite services provided for a period exceeding 24 consecutive hours to three or more individuals who
require nursing care because of a mental or physical condition must be provided by a health care facility
licensed as described in Iowa Code chapter 135C.

The individual budget limit will be based on the member's authorized service plan and the need for the services
available to be converted to the CCO budget.

Service Delivery Method (check each that applies):

| Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

| Legally Responsible Person
| Relative
| Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Nursing facilities, intermediate care facilities for the intellectually disabled, and hospitals
Agency RCF/ID

Agency Home Health Agency

Agency Camps

Individual Respite care providers certified under the Intellectual Disability or Brain Injury waivers.
Agency Foster Care

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency WV
Provider Type:
Nursing facilities, intermediate care facilities for the intellectually disabled, and hospitals
Provider Qualifications
License (specify):

Certificate (specify):

Nursing facilities, intermediate care facilities for the intellectually disabled, and hospitals enrolled as
providers in the lowa Medicaid program

Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.
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-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.

Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the
interdisciplinary team and must be consistent with the way the location is used by the general public.
Respite in these locations shall not exceed 72 continuous hours.

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency WV
Provider Type:
RCF/ID
Provider Qualifications
License (specify):
Residential care facilities for persons with intellectual disabilities licensed by the department of
inspections and appeals.
Certificate (specify):
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Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.

-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.

Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the

interdisciplinary team and must be consistent with the way the location is used by the general public.

Respite in these locations shall not exceed 72 continuous hours.
Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Servicse, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency WV

Provider Type:

Home Health Agency

Provider Qualifications
License (specify):
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Certificate (specify):

In accordance with TAC 441-Chapter 77: home health agencies are eligible to participate with lowa
Medicaid provided they are certified to participate in the Medicare program (Title XVII of the
Social Security Act sections 1861(0) and 1891). These sections establish the conditions that an
HHA must meet in order to participate in Medicare.

Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.

-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.

Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the
interdisciplinary team and must be consistent with the way the location is used by the general public.
Respite in these locations shall not exceed 72 continuous hours.

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
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Service Name: Respite

Provider Category:

Agency WV

Provider Type:

Camps

Provider Qualifications
License (specify):

Certificate (specify):

Camps certified by the American Camping Association. The ACA-Accreditation Program:

* Educates camp owners and directors in the administration of key aspects of camp

operation, program quality, and the health and safety of campers and staff.

* Establishes guidelines for needed policies, procedures, and practices for which the

camp is responsible for ongoing implementation.

* Assists the public in selecting camps that meet industry-accepted and government recognized
standards. ACA’s Find a Camp database provides the public with many

ways to find the ideal ACA-accredited camp.

Mandatory standards include requirements for staff screening, emergency exits, first aid,
aquatic-certified personnel, storage and use of flammables and firearms, emergency
transportation, obtaining appropriate health information, among others.
www.ACAcamps.org/accreditation

Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.

-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.
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Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the
interdisciplinary team and must be consistent with the way the location is used by the general public.
Respite in these locations shall not exceed 72 continuous hours.

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual Vv
Provider Type:
Respite care providers certified under the Intellectual Disability or Brain Injury waivers.
Provider Qualifications
License (specify):

Certificate (specify):

Respite care providers certified by the department HCBS Quality Oversight Unit under the
Intellectual Disability or Brain Injury waivers as part of lowa Administratvie Code 447-77.37 and
77.39.

Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.

-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.
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-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.

Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the
interdisciplinary team and must be consistent with the way the location is used by the general public.
Respite in these locations shall not exceed 72 continuous hours.

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency WV

Provider Type:

Foster Care

Provider Qualifications
License (specify):
Group living foster care facilities for children licensed by the department according to
441—Chapters 112 and 114 to 116 and child care centers licensed according to 441—Chapter 109.
Certificate (specify):

Other Standard (specify):

Respite providers shall meet the following conditions:

Providers shall maintain the following information that shall be updated at least annually:

-The consumer’s name, birth date, age, and address and the telephone number of the spouse,
guardian or primary caregiver.

-An emergency medical care release.

-Emergency contact telephone numbers such as the number of the consumer’s physician and the
spouse, guardian, or primary caregiver.

-The consumer’s medical issues, including allergies.

-The consumer’s daily schedule which includes the consumer’s preferences in activities or foods or
any other special concerns.

Procedures shall be developed for the dispensing, storage, authorization, and recording of all
prescription and nonprescription medications administered. Home health agencies must follow
Medicare regulations for medication dispensing.

All medications shall be stored in their original containers, with the accompanying physician’s or
pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name.

In the case of medications that are administered on an ongoing, long-term basis, authorization shall
be obtained for a period not to exceed the duration of the prescription.

Policies shall be developed for:

-Notifying the spouse, guardian, or primary caregiver of any injuries or illnesses that occur during
respite provision. A spouse’s, guardian’s or primary caregiver’s signature is required to verify
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receipt of notification.

-Requiring the spouse, guardian or primary caregiver to notify the respite provider of any injuries or
illnesses that occurred prior to respite provision.

-Documenting activities and times of respite. This documentation shall be made available to the
spouse, guardian or primary caregiver upon request.

-Ensuring the safety and privacy of the individual. Policies shall at a minimum address threat of fire,
tornado, or flood and bomb threats.

A facility providing respite under this subrule shall not exceed the facility’s licensed capacity, and
services shall be provided in locations consistent with licensure.

Respite provided outside the consumer’s home or the facility covered by the licensure, certification,
accreditation, or contract must be approved by the spouse, guardian or primary caregiver and the
interdisciplinary team and must be consistent with the way the location is used by the general public.
Respite in these locations shall not exceed 72 continuous hours.

Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Type:
Statutory Service \
Service:
Supported Employment v
Alternate Service Title (if any):
Supported Employment
HCBS Taxonomy:
Category 1: Sub-Category 1:
03 Supported Employment 08010 job development v
Category 2: Sub-Category 2:
03 Supported Employment 086021 ongoing supported employment, individual Vv
Category 3: Sub-Category 3:
03 Supported Employment 08022 ongoing supported employment, group v
Category 4: Sub-Category 4:

4
Service Definition (Scope):
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Supported Employment -Individual Employment Support services are the ongoing supports to participants who,
because of their disabilities, need intensive on-going support to obtain and maintain an individual job in
competitive or customized employment, or self-employment, in an integrated work setting in the general
workforce for which an individual is compensated at or above the minimum wage, but not less than the
customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities. The outcome of this service is sustained paid employment at or above the
minimum wage in an integrated setting in the general workforce, in a job that meets personal and career goals.
Supported employment services can be provided through many different service models. Some of these models
can include evidence-based supported employment for individuals with mental illness, or customized
employment for individuals with significant disabilities. States may define other models of individualized
supported employment that promote community inclusion and integrated employment.

Supported employment individual employment supports may also include support to establish or maintain self-
employment, including home-based self-employment. Supported employment services are individualized and
may include any combination of the following services: vocational/job-related discovery or assessment, person-
centered employment planning, job placement, job development, negotiation with prospective employers, job
analysis, job carving, training and systematic instruction, job coaching, benefits support, training and planning,
transportation, asset development and career advancement services, and other workplace support services
including services not specifically related to job skill training that enable the waiver participant to be successful
in integrating into the job setting. Supported employment individual employment supports is not intended for
people working in mobile work crews of small groups of people with disabilities in the community. That type of
work support is addressed in the core service definition for Supported Employment Small Group employment
support.

Transportation between the participant's place of residence and the employment site is a component part of
supported employment individual employment supports and small group support services and the cost of this
transportation is included in the rate paid to providers of supported employment individual employment
supports services.

Documentation is maintained that the service is not available under a program funded under section 110 of the
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).

Federal financial participation is not claimed for incentive payments, subsidies, or

unrelated vocational training expenses such as the following:

1. Incentive payments made to an employer to encourage or subsidize the employer's

participation in supported employment; or

2. Payments that are passed through to users of supported employment services.

Individual placements are the preferred service model. Covered services are those listed in paragraphs “a” and
“b” that address the disability-related challenges to securing and keeping a job.

a. Activities to obtain a job. Covered services directed to obtaining a job must be provided to or on behalf of a
member for whom competitive employment is reasonably expected within less than one year. Services must be
focused on job placement, not on teaching generalized employment skills or habilitative goals. Three conditions
must be met before services are provided. First, the member and the interdisciplinary team described in
441—subrule 83.87(249A) must complete the form that lowa vocational rehabilitation services uses to identify
the supported employment services appropriate to meet a person’s employment needs. Second, the member’s
interdisciplinary team must determine that the identified services are necessary. Third, the member’s case
manager must approve the services. Available components of activities to obtain a job are as follows:

(1) Job development services. Job development services are directed toward obtaining competitive employment.
A unit of service is a job placement that the member holds for 30 consecutive calendar days or more. Payment is
available once the service is authorized in the member’s service plan. A member may receive two units of job
development services during a 12-month period. The activities provided to the member may include:

1. Job procurement training, including grooming and hygiene, application, résumé development, interviewing
skills, follow-up letters, and job search activities.

2. Job retention training, including promptness, coworker relations, transportation skills, disability-related
supports, job benefits, and an understanding of employee rights and self-advocacy.

3. Customized job development services specific to the member.

(2) Employer development services. The focus of employer development services is to support employers in
hiring and retaining members in their workforce and to communicate expectations of the employers to the
interdisciplinary team described in 441—subrule 83.87(249A). Employer development services may be
provided only to members who are reasonably expected to work for no more than 10 hours per week. A unit of
service is one job placement that the member holds for 30 consecutive calendar days or more. Payment for this
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service may be made only after the member holds the job for 30 days. A member may receive two units of
employer development services during a 12-month period if the member is competitively employed for 30 or
more consecutive calendar days and the other conditions for service approval are met. The services provided
may include:

1. Developing relationships with employers and providing leads for individual members when appropriate.

2. Job analysis for a specific job.

3. Development of a customized training plan identifying job-specific skill requirements, employer
expectations, teaching strategies, time frames, and responsibilities.

4. Identifying and arranging reasonable accommodations with the employer.

5. Providing disability awareness and training to the employer when it is deemed necessary.

6. Providing technical assistance to the employer regarding the training progress as identified on

the member’s customized training plan.

(3) Enhanced job search activities. Enhanced job search activities are associated with obtaining initial
employment after job development services have been provided for a minimum of 30 days or with assisting the
member in changing jobs due to layoff, termination, or personal choice. The interdisciplinary team must review
and update the Iowa vocational rehabilitation services supported employment readiness analysis form to
determine if this service remains appropriate for the member’s

employment goals. A unit of service is an hour. A maximum of 26 units may be provided in a 12-month period.
The services provided may include:

1. Job opening identification with the member.

2. Assistance with applying for a job, including completion of applications or interviews.

3. Work site assessment and job accommodation evaluation.

b. Supports to maintain employment.

(1) Covered services provided to or on behalf of the member associated with maintaining competitive paid
employment are the following:

1. Individual work-related behavioral management.

2. Job coaching.

3. On-the-job or work-related crisis intervention.

4. Assisting the member to use skills related to sustaining competitive paid employment, including assistance
with communication skills, problem solving, and safety.

5. Consumer-directed attendant care services as defined in subrule 78.41(8).

6. Assistance with time management.

7. Assistance with appropriate grooming.

8. Employment-related supportive contacts.

9. Employment-related transportation between work and home and to or from activities related to employment
and disability. Other forms of community transportation (including car pools, coworkers, self or public
transportation, families, and volunteers) must be attempted before transportation is provided as a supported
employment service.

10. On-site vocational assessment after employment.

11. Employer consultation.

(2) Services for maintaining employment may include services associated with sustaining members in a team of
no more than eight individuals with disabilities in a teamwork or “enclave” setting.

(3) A unit of service is 15 minutes.

(4) A maximum of 160 units may be received per week.

Federal Financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training
expenses such as:

1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a
supported employment program

2. Payments that are passed through to users of supported employment programs

3. Payments for training that is not directly related to an individual's supported employment program

Supported Employment Small Group employment support (Enclave) are services and training activities
provided in regular business, industry and community settings for groups of two (2) to eight (8) workers with
disabilities. Examples include mobile crews and other business-based workgroups employing small groups of
workers with disabilities in employment in the community. Supported employment small group employment
support must be provided in a manner that promotes integration into the workplace and interaction between
participants and people without disabilities in those workplaces. The outcome of this service is sustained paid
employment and work experience leading to further career development and individual integrated community-
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based employment for which an individual is compensated at or above the minimum wage, but not less than the
customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities. Small group employment support does not include vocational services provided
in facility based work settings.

Supported employment small group employment supports may include any combination of the following
services: vocational/job-related discovery or assessment, person-centered employment planning, job placement,
job development, negotiation with prospective employers, job analysis, training and systematic instruction, job
coaching, benefits support, training and planning transportation and career advancement services. Other
workplace support services may include services not specifically related to job skill training that enable the
waiver participant to be successful in integrating into the job setting.

Transportation between the participant's place of residence and the employment site is a component part of
supported employment individual employment supports and small group support services and the cost of this
transportation is included in the rate paid to providers of supported employment individual employment
supports services.

Documentation is maintained that the service is not available under a program funded under section 110 of the
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).

Federal financial participation is not claimed for incentive payments, subsidies, or

unrelated vocational training expenses such as the following:

1. Incentive payments made to an employer to encourage or subsidize the employer's

participation in supported employment; or

2. Payments that are passed through to users of supported employment services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

A unit of service for obtaining a job is one job placement that the member holds for 30 consecutive calendar
days or more.

A unit of service for employer development is one job placement that the member holds for 30 consecutive
calendar days or more.

A unit of service for enhanced job search activities is one hour. A maximum of 26 units may be provided in a 12
month period.

A unit of service for maintaining employment for an individual or group is 15 minutes. A maximum of 160
units may be received per week.

There are upper rate limits that are subject to change on a yearly basis.

The following requirements apply to all supported employment services:

(1) Employment-related adaptations required to assist the member within the performance of the

member’s job functions shall be provided by the provider as part of the services.

(2) Employment-related transportation between work and home and to or from activities related

to employment and disability shall be provided by the provider as part of the services. Other forms of
community transportation (car pools, coworkers, self or public transportation, families, volunteers) must be
attempted before the service provider provides transportation.

(3) The majority of coworkers at any employment site with more than two employees where members seek,
obtain, or maintain employment must be persons without disabilities. In the performance of job duties at any site
where members seek, obtain, or maintain employment, the member must have daily contact with other
employees or members of the general public who do not have disabilities, unless the absence of daily contact
with other employees or the general public is typical for the job as performed by persons without disabilities.
(4) All supported employment services shall provide individualized and ongoing support contacts

at intervals necessary to promote successful job retention. Each provider contact shall be documented.

(5) Documentation that services provided are not currently available under a program funded under

the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.) shall
be maintained in the provider file of each member.

All services shall be identified in the member’s service plan maintained pursuant to rule

441—83.67(249A).

The following services are not covered:

1. Services involved in placing or maintaining members in day activity programs, work activity programs or
sheltered workshop programs;

2. Supports for volunteer work or unpaid internships;

3. Tuition for education or vocational training; or
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4. Individual advocacy that is not member specific.

Services to maintain employment shall not be provided simultaneously with day activity
programs, work activity programs, sheltered workshop programs, other HCBS services, or other
Medicaid services. However, services to obtain a job and services to maintain employment may be
provided simultaneously for the purpose of job advancement or job change.

The individual budget limit will be based on the member's authorized service plan and the need for the services
available to be converted to the CCO budget.

Service Delivery Method (check each that applies):

| Participant-directed as specified in Appendix E
| Provider managed

Specify whether the service may be provided by (check each that applies):

| Legally Responsible Person
| Relative
| Legal Guardian

Provider Specifications:

Provider Category|Provider Type Title
Agency CQL Accredited
Agency ICCD Accredited
Agency CAFC Accredited
Agency Joint Accredited
Agency CARF Accredited

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:

Agency WV

Provider Type:

CQL Accredited

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
An agency that is accredited by the Council on Quality and Leadership in Supports for People with
Disabilities for similar services.
Verification of Provider Qualifications
Entity Responsible for Verification:
Iowa Department of Human Services, lowa Medicaid Enterprise, Provider Services Unit
Frequency of Verification:
Every four years
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C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Em